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RHEUMATIC TRICUSPID STENOSIS 


BY 
J. F. GOODWIN, M.D., F.R.C.P. 


Physician, Hammersmith Hospital ; 
Lecturer in Medicine, Postgraduate Medical School, London 


S. M. RAB, M.B., B.S., M.R.C.P.Ed. 


Lately House-Physician, Hammersmith Hospital and 
Postgraduate Medical School, London 


A. K. SINHA, M.B., B.S., M.R.C.P.Ed. 


House-Physician, Hammersmith Hospital and 
Postgraduate Medical School, London 


AND 


MAX ZOOB, M.D., M.R.C.P.* 
Lately Senior Medical Registrar, Hammersmith Hospital 
and Postgraduate Medical School, London 


Incompetence of the tricuspid valve is commonly noted 
in clinical practice, often in association with heart 
failure, and has been recently intensively studied (Miiller 
and Shillingford, 1954, 1955 ; Korner and Shillingford, 
1954, 1957; McMichael and Shillingford, 1957). The 
distinction between functional tricuspid insufficiency in 
heart failure and that due to organic disease of the valve 
presents considerable difficulty. The criteria for the 
diagnosis of tricuspid stenosis have been well docu- 
mented by Gibson and Wood (1955), Whitaker (1955), 
and Yu er al. (1956), but, since many of the diagnostic 
signs are frequently obscured by other cardiac lesions, 
the diagnosis is often missed. We are therefore pre- 
senting a combined clinical, haemodynamic, and patho- 
logical study of 21 proved cases in order to draw atten- 
tion to the wide spectrum of organic tricuspid valve 
disease and to clarify the diagnosis in cases complicated 
by other lesions. 
Case Material and Methods 

Twenty-one cases (15 female and 6 male) of organic 
tricuspid valve disease have been studied. Thirteen were 
observed clinically, and in these the diagnosis was con- 
firmed by haemodynamic studies in seven (two of which 
also came to necropsy), and by necropsy alone in the 
remaining six. A further eight cases were studied retro- 
spectively by examining the necropsy and case records 
of 190 consecutive cases of rheumatic heart disease over 
a period of 10 years. The total necropsy incidence was 
therefore 8.4%. 

All the cases had associated mitral valve disease, and 
12 had aortic disease also. The severity of the associated 
valve lesions and of pulmonary hypertension varied 
widely. 

Criteria for Inclusion in the Series—All the cases 
coming to necropsy had definite narrowing of the valve, 
with fusion of the cusps and thickening and shortening 
of the chordae. Minor thickening of the cusps without 
narrowing of the valve orifice was not accepted. In life 
the diagnosis was regarded as proved if there was a 
diastolic gradient of 5 mm. Hg or more across the tri- 
cuspid valve. The gradient was measured in presystole 
in cases with sinus rhythm, and early diastole if atrial 
fibrillation was present. 
~~ *Present address : Cardiac Station, Denver General Hospital, 
Denver, Colorado, U.S.A. 


Radiological Criteria: Assessment of Right Atrial 
Size-—The maximum distance of the right atrial border 
from the midline in a 6-ft. (1.8-metre) postero-anterior 
radiograph was measured, and enlargement was graded 
as follows: grade 1 (slight), up to 50 mm.; grade 2 
(moderate), 51-70 mm.; grade 3 (considerable), 71-90 
mm. ; grade 4 (aneurysmal), over 90 mm. Attention 
was also paid to the size of the ventricles and left atrium 
and to signs of pulmonary hypertension (Davies et al., 
1953). 

Cardiographic Criteria~-Right ventricular hyper- 
trophy was graded as follows: Grade 0, no evidence of 
right ventricular hypertrophy. Grade 1, dominant R 
wave in Lead V4R only ; and/or dominant S in V5 with 
normal V1 ; and/or dominant R in VR with normal V1. 
Grade 2, dominant R (less than 5 mm.) in Vl. Grade 3, 
dominant R of 5 mm. or more in VI. Grade 4, qR 
pattern in V4R and V1 with inverted T in V4R, V1, 
V2, and V3; dominant S in V5 and dominant R in VR. 
P waves which were pointed and 2-2.5 mm. or more in 
height were regarded as evidence of right atrial enlarge- 
ment (right atrial P waves). The P—R interval was con- 
sidered prolonged if it exceeded 0.2 sec. Attention was 
also paid to evidence of left ventricular hypertrophy and 
to atrial fibrillation. 


History and Symptoms 

Rheumatic Fever.—Histories of rheumatic fever were 
given by 15 patients, and six of these had suffered more 
than one attack. One patient had a history of rheum- 
atoid arthritis. 

Duration of Symptoms.—The time interval between 
the first attack and the onset of symptoms in the per- 
sonally observed cases was very variable. In two cases 
symptoms followed immediately upon the attack, while 
the maximum period before the onset of symptoms was 
33 years. Six patients developed symptoms less than 
10 years after rheumatic fever. The duration of symp- 
toms from onset to death was less than 10 years in all 
but two patients (aged 20 and 26 years). The range 
(apart from these two cases) was 6 months to 11 years. 

Pulmonary Congestive Manifestations —Dyspnoea 
on effort was present in all cases, and in 11 was severe 
(grade 3 or 4 according to the American Heart Associa- 
tion Classification, 1939). Paroxysmal dyspnoea or 
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pulmonary oedema occurred in six patients and bron- 
chitis in 13. Haemoptysis occurred in five and pulmonary 
infarction in seven. This infarction may have been 
embolic in origin in two cases, since thrombus was found 
in the right atrium. Three patients with infarction had 
thrombosis of a large pulmonary artery. When a history 
of swelling of the ankles was obtained it was always 
associated with dyspnoea. Substernal pain on effort was 
noted in six patients, and pain due to hepatic congestion 
simulated angina in some cases. In general, the history 
did not suggest tricuspid involvement. 


Physical Examination 


Many of the physical findings were attributable to 
associated valve lesions, and only those abnormalities 
which appear relevant to the diagnosis of the tricuspid 
lesions are described. 

Mitral Facies.—Cyanotic malar flush (mitral facies) was 
observed in five cases. 

Jugular Venous Pulse—Only the personally observed 
group is discussed here. Six patients had sinus rhythm, and 
the presystolic (“a™) wave 
f was prominent in all, reach- 
ing “giant” proportions 
(10-15 cm. above sternal 
angle) in two. The time 


interval between the “a” 


PHLEBOOR 
an wave and the carotid pulse 
was increased in six cases 
owing to prolongation of 
the P-R interval. In seven 
bs of the eight patients with 
Bdected atrial fibrillation there was 


Fic. 1.—Jugular phiebogram * large systolic wave sug- 
and cardiogram in Case A 10 8€Stive of tricuspid incompe- 
during atrial fibrillation. The tence. The mean venous 
phlebogram shows the large pressure was raised, and in 


positive wave (S), indicating . ins 
segereitation of blood beck four cases the systolic wave 
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through the tricuspid valve in 


reached the angle of the jaw 
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Arterial Pulse—This was of small volume in all cases, 
and its quality was determined by the associated valve 
lesions. 

Rhythm.—Of the total series, 13 had atrial fibrillation 
and eight were in sinus rhythm. 

Pulsation of Right Parasternal Region—In 2 of the 13 
personally observed cases pulsation in the left parasternal 
region, conventionally attributable to right ventricular 
enlargement, extended to the right of the sternum and was 
even felt in the right mid-clavicular line (Case C 6). The 
right atrium was greatly enlarged radiologically (Fig. 2), 
and it was thought that the pulsation might represent 
systolic expansion of that chamber. In one case there 
was dullness but no pulsation to the right of the sternum. 
One patient had a normal left ventricular impulse, five had 
left parasternal lift, and seven had combined right and 
left ventricular enlargement due to associated valve lesions 

Auscultatory Signs —Ten of the 13 personally observed 
cases had a presystolic murmur at the tricuspid area, which 
increased on inspiration in 
five. In eight cases there i 
was a mid-diastolic murmur 
or presystolic murmur, which 
in six increased with inspira- 
tion (Fig. 3). A sharp sound 
in early diastole, thought to ' 
be the opening snap of the 
tricuspid valve (Kossmann, 
1955) and increasing on in- 
spiration, was noted in three. 
An atrial sound at the left 
sternal border was present | tH 
in three of the cases with Woe, apreipalh 
sinus rhythm. In those with 
pulmonary hypertension the 
pulmonary component of 
the second heart sound was 
accentuated. ~ 

Hepatic enlargement was 
present in 9 of the 13 per- & 
sonally observed cases and Fic. 3. 


TRICUSPID-EXPIRATION 


TRICUSPID-INSPIRATION 


Phonocardiogram of 


systole. The “y” descent is when the patient was semi- 
not sharp, suggesting some ob- recumbent at 45 degrees. In 
struction a ventricular the remaining patient the 

jugular venous pressure was 
normal. In one patient (Case A 10) a giant “a” wave was 
replaced by a large systolic pulsation when atrial fibrillation 
occurred (Fig. 1). 


in 7 of the 8 retrospective 
cases. It was gross (6 cm. 


Case C3 showing increase m 
tricuspid presystolic and mid- 
diastolic murmurs on inspira- 


Fic. 2.—Six-foot (1.8-metre) postero-anterior radiograph of 
Case C6, showing = right atrium (measurement 
05 mm.). 


or more below the costal tion. 

margin) in 12. In three of 

the cases with sinus rhythm there was presystolic pulsation, 
while systolic pulsation occurred in six of those with atrial 
fibrillation. 


| 


Fic. 4.—Six-foot (1.8-metre) postero-anterior radiograph of Case 
A 10, showing large right atrium (measurement 95 mm.). There 
is also pulmonary venous and arterial hypertension. 
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Splenic enlargement occurred in 5 of the 21 cases. 

Peripheral oedema occurred in 11 of the 21 cases, and 
was gross in five. 

Ascites was present in four cases, and jaundice (due to 
cardiac cirrhosis or pulmonary infarction) in six. 


Radiology 


Teleradiograms were available in 13 cases. The domi- 
nant feature was right atrial enlargement (Figs. 2 and 4) 
which was outside the normal range in nearly all, and 
greater than that 


[RA FROM 
MIDLINE found rheu- 
matic heart disease 
without tricuspid 
90F ‘ stenosis in half 
(Fig. 5). Right 
. e ventricular hyper- 
° e trophy could not 
be reliably assessed 

‘ in the presence of 
sol marked right atrial 
enlargement, which 
oe often prevented 
SOF assessment of vas- 
40F Accordingly we 
ie - have tabulated the 
30F ° radiological grade 
ee of right atrial en- 
20 largement, the 
NORMAL MENOSIS STENOSIS. cardiographic grade 
Fic. 5.—Size of right atrium in 25 Of right ventricular 
normal adults compared with 14 patients hypertrophy, and 
with rheumatic heart disease without tri- the P-R_ interval 


cuspid stenosis, and in 13 with organic 
triscuspid valve disease. 


(Tablel). Although 
aneurysmal dilata- 
tion of the left atrium can interfere with measurement of 
the right atrium, it did not do so in this series. 

It will be seen that right atrial enlargement was often 
considerable or gross when right ventricular hypertrophy 
was absent or slight. It was found that the cardiogram pro- 


TABLE | 
| X-ray Film | Cardiogram | E.C.G 
Case RA. | RV. | 
(Grade) (Grade) | P-R interval (sec.) 
cl 1 | 0 0-30 
C2 2 1 0-26 
C3 3 2 0-24 
cs 1 0 0-20 
3 
2 0 
A6 3 0 0-26 
A8 4 0 0-20 A.P. later 
A? 3 0 — 
Al0 4 I 0-20 A.F. later 
Al3 3 R.B.B.B. = 
Als 4 
Als 2 i 
A.F.=Atrial fibrillation. R.B.B.B.=Right bundle-branch block. 


vided the best index of right ventricular dominance and 
the x-ray film of right atrial size. The association of 
appreciable right atrial enlargement but little right ventri- 
cular hypertrophy on the cardiogram is particularly 
characteristic of tricuspid stenosis. 


Cardiography 

Atrial Fibrillation—This was present or developed in 
13 of the 21 cases. The presence of fibrillation appeared 
to be related directly to right atrial size (Table IN. 

The P Wave and P-R Interval.—Eleven cases showed 
sinus rhythm at some stage, and in five of them pointed 
P waves exceeding 2 mm. or more in height suggested right 
atrial enlargement (Fig. 6). In 6 of the 11 cases the 
P-R interval exceeced 0.20 sec. (Fig. 7), in four it was 


Tasie Il.—Right Atrial Size and Rhythm in 13 Personally 
Observed Cases 


Cases with Atria! 
Fibrillation 


Total No. 


Size of Right Atrium on X-ray Film of Patients 


V4R 
Fic, 6.—Cardiogram of Case Cl. 


There is sinus rhythm, P 
waves are 3 mm. in height in lead V5, and the P-R interval is 
0.36 second. There is normal ventricular balance. 


0.20 sec., and in one it was 0.18 sec. A comparison between 
the P-R interval in tricuspid disease and rheumatic heart 
disease without tricuspid disease is shown in Fig. 7. It will 
be seen that a significantly greater proportion of cases of 
tricuspid disease 


have a_ prolonged Aneumacic Heart Disease 

P-R interval (see wine witout 
tive rheumatic — 

carditis which | 

might prolong the on 

P-R interval was 0» |e 

absent in all cases. | 

Thus a prolonged lee 

P-R interval sup- | 
ports the diagnosis ow le 

of tricuspid sten- | ** see 

osis, and one of ot cere 

less than 0.16 sec. - 


is against it. 

Right Ventricu- 
lar Hypertrophy.— 
This was usually 
either absent or slight and never gross (Table III). Table I 
shows the discrepancy between the degree of right atrial 
and right ventricular hypertrophy. The association of a 


Fic, 7.—The P-R interval in 11 cases of 

organic tricuspid valve disease compared 

with 25 cases of rheumatic heart disease 
without tricuspid stenosis. 


Taste Ill.—Cardiographic Signs of Ventricular Hypertrophy 


R.V.H. Grade 
L.B.B.B. | R.B.B.B. L.V.H. 


~R.V.H. = Right hypertrophy. L.V.H. =Left ventricular hyper- 


No. of patients. 


trophy. R.B.B.B.=Right bundle- branch block. L.B.B.B.=Left bundie- 
branch block. 
v7 


Fic, 8. —Cardiogram of Case C3. 3. There is sinus rhythm. The 
P waves are 3-4 mm. in height in V1, and the P-R interval is 
0.26-0.28 second. There is evidence of modest grade 2 right 
ventricular dominance, V4R and V1 showing a dominant R 

wave. 


| 
Grade 
vi vr 
] 
| 
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long P-R interval (in the absence of active carditis), right 
atrial P wave, and normal ventricular balance in a patient 
with rheumatic heart disease should at once suggest the 
diagnosis of tricuspid stenosis (Fig. 6). The presence of 
only slight or moderate right ventricular dominance, with 
a right atrial P wave and long P-R interval, should also 
arouse suspicion (Fig. 8). 


Haemodynamic Data 


Cardiac catheterization was performed in eight cases. In 
two (C 6 and A 10) the catheter could not be advanced 
into the right ventricle because of the enormous right atrium 
and the obstruction offered by the stenosed tricuspid valve. 
In one of these cases a gradient across the tricuspid valve 
was recorded at operation for mitral valvotomy, and in the 
other the diagnosis was confirmed at necropsy. 


Taste IV.—Haemodynamic Studies in 8 Cases 
Right Right | Pulmonary | Cor 
Atrial Ventricular | R.A. Arterial Pul- diac 
Pressure Pressure | R.V Pressure monary | out. 
Case} (mm (mm. Hg) Diastolic] (mm. _He) “ Wedge” ut 
| Sys- | Dias-| (mm | Sys- | Dias; (mm | m =f" 
tolic | tolic Hg) | tolic | tolic | 
C1 120-3) 4) 3 25 7 25 6 il 
€2\145 30 25) 12 ss | 2 | 27 2-8 
| 2} 47 1s 25 | 16 20 
40 10 10 18 $2 
30 33 | 6 | | 6] WO] 
| 35 6 6 $$ | 20 3-2 
AQIA.F.{12|) 5 | 35 1) $-10 | 35 13 16 24 
| } (variable) | 
A IQA.P. | | | 


= 


| 


a «Height of peak 
v ~ Height of peak “ v 
wave above baseline 


* wave above baseline (5 mm. below sternal | 
" wave above baseline. y — Height of trough of * 


Table IV gives the relevant data, and it will be seen that 
a gradient of from 5 to 25 mm. Hg was recorded in diastole 
across the tricuspid valve in the other six cases (Figs. 9 
and 10). The pulmonary artery “ wedge pressure” was 


} 


RV 


Fic. 9.-Cardiac catheterization record during withdrawal from 
right ventricle to right atrium (Case C1). The “a” wave is 
considerable (25 mm. Hg), and the end-diastolic gradient across 
the tricuspid valve is 25-30 mm. Hg. In two cycles when the 
catheter tip is at the tricuspid valve, the “ a‘ wave and ventricular 
pulse can be seen consecutively. The “ y” descent of the atrial 
pulse is not precipitous. 


Fia. 10. Cardiac 
catheterization re- 
cord showing right 
ventricular, followed 
by right atrial, pres- 
sure pulses (Case 
C 2). 
wave is 14 mm. He 
and the presystolic 
gradient across the 
tricuspid valve !2 

g. Note that 


there is no gradient 
in early diastole. 
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considerably raised in two patients, moderately raised in 
three, and normal in one. Pulmonary arterial hypertension 
was appreciable in four cases and was absent in one. The 
cardiac output was low in all except one case. 


Clinico-pathological Correlation 


The normal tricuspid valve orifice is usually stated to be 
130 mm. in circumference. We have taken a circumference 
of 70 mm. or less as indicating “severe” stenosis, and 

-120 mm. as “slight” stenosis. It should be emphasized 
that this measurement indicates the effective valve orifice 
and not the valve ring, which is often enlarged owing to 


Fic. 11.—Necropsy specimen of Case C2, showing tricuspid 

valve from the ventricular aspect. The valve orifice is greatly 

narrowed (circumference 60 mm.). On examination it appeared 
rigid and grossly distorted. 


dilatation of the right ventricle. Where exact measurements 
were not recorded in necropsy records, we have regarded 
an orifice which would not admit two fingers as being less 
than 70 mm. in circumference. 

Only four cases had marked stenosis, and only two were 
personally observed (C 2 and A 14, Figs. 11 and 12). Case 
C2 had definite clinical signs suggesting tricuspid stenosis, 
with giant “a’’ wave in the jugular venous pulse, long P-R 
interval, and enlarged right atrium. She had moderate 
pulmonary arterial hypertension (moderately increased pul- 
monary resistance) 
and considerable 
pulmonary venous 
hypertension. Case 
A 14 had gross and 
unremitting tri- 
cuspid incompe- 
tence, prolonged 
congestive heart 
failure, a tricuspid 
systolic (but no 
diastolic) murmur, 
and clinical signs 
of considerable 
pulmonary hyper- 
tension. The signs 
of obstruction to 
the tricuspid valve 
were masked by 
atrial fibrillation, 
pulmonary hyper- 
tension, and criti- 
cal mitral steno- 


“ Fic. 12.—Necropsy specimen of Case 
SIS. A 14, showing tricuspid valve from the 

The valve cusps atrial aspect. The right atrium is greatly 
of the person- = and the tricuspid valve dis- 


, Tigid, and narrowed (circumfer- 


ally observed cases ence 70 mm.). 
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were thickened, irregular, and rigid (Figs. 11, 12, and 13). 
Their appearance suggested that incompetence had been 
present in life, and clinical evidence of this had been found 
in five of these 
patients. Incompe- 
tence had been 
judged slight in 
one and severe in 
four. In one of 
these, Case C10, 
the venous pulse 
showed a good X 
descent while sinus 
rhythm pre- 
sent, but developed 
a large systolic 
wave when atrial 
fibrillation super- 
vened (Fig. 1). 
Spectrum of Tri- 
cuspid Valve Dis- 
ease.—The clinical 
picture resulting 
from tricuspid dis- 
ease varies con- 
specimen of Case siderably according 


Fic. 13.—Necropsy 
A9%, showing tricuspid valve from the to the severity of 
atrial aspect. Right atrium considerably the tricuspid sten- 
enlarged, tricuspid valve moderately osis, the presence 


narrowed, and cusps fused (circumfer- 


ence 100 mm.). of atrial fibrilla- 


tion, and the pres- 
ence and severity of associated valve lesions. This is illus- 
trated by reference to five cases in the present series. 


The Varying Clinical Picture 


Case C 1 : Moderately Severe Tricuspid Stenosis with Mild 
Mitral Stenosis and Normal Pulmonary Pressures 

Woman aged 51 with tiredness and moderate dyspnoea 
(grade 1-2) on exertion for 10 years. Three attacks of 
rheumatic fever. Physical signs.—Arterial pulse small: 
regular. Jugular venous pulse; giant “a” wave. Cardiac 
impulse normal. lricuspid presystolic murmur.  B.P. 
140/85. P2 normal. Mitral presystolic murmur and open- 
ing snap. Mitral first sound accentuated. Liver enlarged 
and pulsating in presystole. Fourth heart sound. Cardio- 
graphy.—Right atrial P wave. Long P-R interval. Normal 
ventricular balance (Fig. 6). Radiology.—Slight but definite 
enlargement of right atrium. Slight enlargement of left 
atrium. Right ventricle and pulmonary vascular pattern 
normal. Clinical diagnosis——Tricuspid stenosis ; mitral 
stenosis. Haemodynamic studies.-Gradient, maximum in 
presystole, across tricuspid valve. Minimal pulmonary 
hypertension (Fig. 9). 

Conclusion.—Tricuspid and mitral stenosis. Clear clinical 
evidence of tricuspid disease not obscured by other valve 
lesions or atrial fibrillation. Mitral valve lesion not severe 
enough to warrant valvotomy. Tricuspid stenosis moder- 
ately severe, but tricuspid valvotomy not advised as 
symptoms not urgent. 


: pid Stenosis Associated with Critical Mitral 

Pulmonary Arterial Hyperte: 
Woman aged 48. Six years’ increasing dyspnoea (grade 
2-3). No history of rheumatic fever. Physical signs.— 
Mitral facies. Arterial pulse small and regular. Jugular 
venous pulse: giant “a” wave. B.P. 120/90. Cardiac im- 
pulse ; moderate right ventricular hypertrophy. Tricuspid 
systolic and diastolic murmur. Mitral presystolic murmur 
and opening snap. Fourth heart sound. P2 accentuated, 
normal split (Fig. 3). Cardiography.—Right atrial P waves. 
Moderate right ventricular dominance. Long P-R interval 
(Fig. 8). Radiology.—Right atrium considerably enlarged. 
Left atrium moderately enlarged. Right ventricle slightly 
enlarged. Pulmonary vascular pattern suggests slight pul- 
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monary hypertension. Clinical diagnosis.—Mittal stenosis. 
Moderate pulmonary hypertension. ? Tricuspid stenosis. 
Haemodynamic studies.-Diastolic gradient, maximum in 
presystole, across tricuspid valve. Moderate pulmonary 
hypertension. 

Conclusion.— Tricuspid stenosis, moderately severe. 
Mitral stenosis, severe. Tricuspid disease suspected clinic- 
ally because of tricuspid murmur and “a” wave and right 
atrial size out of proportion to signs of pulmonary hyper- 
tension. 

Treatment.——Mitral valvotomy (severe mitral stenosis : 
valve less than 1 cm. diameter). Considerable improvement 
in symptoms maintained until present time. Signs of mitral 
stenosis have virtually disappeared. 


Case C 2 : Tricuspid Stenosis Associated with Severe Mitral 
Stenosis and Incompetence ; Moderate Pulmonary Arterial 
Hypertension 

Woman aged $1. Progressive dyspnoea on exertion for 
20 years. Paroxysmal nocturnal dyspnoea. Ankle-swelling. 
Pulmonary infarction. Physical signs.—Mitral facies. 
Arterial pulse small and collapsing; regular. B.P. 130/70. 
Cardiac impulse; right and left ventricular enlargement. 
Jugular venous pulse : giant “a” wave. Variable systolic 
wave. Tricuspid presystolic and systolic murmurs, P2 
accentuated, normal split. Mitral presystolic and systolic 
murmurs. Faint aortic diastolic murmur. Poor mitral first 
sound ; no opening snap. Fourth heart sound. Liver en- 
larged and pulsating in presystole. Lungs: crepitations. 
Cardiography.—Combined ventricular hypertrophy. Long 
P-R interval; right atrial P waves. Radiology.—Right 
atrium considerably enlarged. Left atrium moderately en- 
larged. Right ventricle moderately enlarged. Heavy calci- 
fication of mitral valve. Pulmonary vascular pattern 
suggests moderate pulmonary hypertension. Clinical diag- 
nosi*.—-Mitral stenosis and incompetence. Slight aortic 
incompetence. ” Tricuspid stenosis. Haemodynamic 
studies.—Presystolic gradient across tricuspid valve. No 
gradient in early diastole. Moderate pulmonary hyperten- 
sion (Fig. 10). 

Conclusion.-Severe mitral stenosis and incompetence. 
Moderate tricuspid stenosis and incompetence. Aortic in- 
competence. Tricuspid stenosis suspected clinically, but 
signs complicated by other valve lesions. 

Treatment.—Mitral valvotomy not performed owing to 
rigid, incompetent, and calcified valve. Tricuspid valvo- 
tomy not performed because of incompetence and presence 
of severe inoperable mitral lesion. 

Necropsy.—Severe tricuspid stenosis (circumference 
60 mm.) (Fig. 11). Mitral valve stenosed, distorted, grossly 
calcified, and probably incompetent. 


Case A 10: Tricuspid Stenosis Associated with Severe Mitral 
Stenosis, Pulmonary Hypertension, Atrial Fibrillation, Pulmonary 
Artery Thrombosis, and Chronic Congestive Heart Failure 

Man aged 43. Increasing dyspnoea on exertion for two 
years (grade 2-3). Congestive heart failure six months. 
Physical signs.-Arterial pulse normal; regular. B.P. 150/ 
110. Cardiac impulse, marked right ventricular hypertrophy 
P2 accentuated ; narrow split. Jugular venous pulse ; large 
“a” wave and systolic wave (subsequently atrial fibrillation 
and systolic wave only). Tricuspid presystolic and systolic 
murmurs. Faint mitral diastolic murmur. Mitral systolic 
murmur. Mitral first sound only slightly accentuated. 
Opening snap poor. Early diastolic murmur at left sternal 
edge (Fig. 1). Cardiography.—Atrial fibrillation. Right 
ventricular hypertrophy (grade 1). Radiology.—-Right atrium 
grossly enlarged. Right ventricle enlarged. Heavy calcifi- 
cation of mitral valve (Fig. 4). Clinical diagnosis.—Mitral 
stenosis and incompetence. ° Tricuspid stenosis. Pul- 
monary hypertension. Haemodynamic studies.—Systolic 
wave in right atrial pulse. Right ventricle not entered with 
catheter. Conclusion.—Tricuspid stenosis and incom- 
petence. Mitral stenosis and incompetence. Pulmonary 
hypertension. Tricuspid disease suspected because of tri- 
cuspid murmurs and very large right atrium. 
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Treatment and Progress.—Atrial fibrillation occurred 
while awaiting admission to hospital. Repeated pulmonary 
thromboembolism treated with anticoagulants. Mitral 
valvotomy not advised in view of heavy calcification of 
mitral valve and mitral incompetence. 

Necropsy.—Severe mitral stenosis and incompetence. 
Moderate tricuspid stenosis (circumference 110 mm.) and 
incompetence. Thrombosis of pulmonary artery to right 
lower lobe. 


Case AY: Tricuspid Stenosis Associated with Severe Aortic 
Stenosis, Critical Mitral Stenosis, Atrial Fibrillation, and Slight 
Pulmonary Arterial Hypertension 
Woman aged 42. Dyspnoea on exertion and paroxysmal 
nocturnal dyspnoea for many years. Physical signs. 
Cyanosed. Arterial pulse smail. Atrial fibrillation. B.P. 
120/90. Jugular venous pulse: initially 2-3 cm. systolic 
wave—subsequently normal. Signs of severe aortic stenosis, 
mitral stenosis, and 
? incompetence. 
No tricuspid mur- 
- murs. Cardio- 


te. graphy.—-Left ven- 
tricular domi- 
nance. Atrial fi- 
logy. — Great en- 
largement of right 


Re atrium (80 mm.): 
enlargement of 


brillation. Radio- 


both ventricles and 
left atrium. No 
evidence of pul- 
monary hyperten- 
sion (Fig. 14). 
Clinical diagnosis. 
—Aortic stenosis ; 
- mitral stenosis and 
Fic. 14.—Six-foot (1.8-metre) posiero- nee 
anterior radiograph of Case AY. Right 
atrium grossly enlarged (80 mm.) and Tricuspid stenosis 
strikingly at variance with the normal suspected because 
pulmonary arterial pattern and minimal of : size of right 
ulmonary hypertensi : 
atrium in absence 
of signs of pulmonary hypertension. Haemodynamic studies. 

Small gradient across tricuspid valve in diastole (5 mm.) 
Normal right ventricular pressure. 

Conciusion.—Severe aortic stenosis. Mitral stenosis and 
incompetence. Mild tricuspid stenosis. Signs of tricuspid 
stenosis totally obscured by atrial fibrillation and other valve 
lesions. Diagnosis suspected on radiological grounds alone. 

Treatment.—Aortic and mitral valvotomy. Death from 
cerebral embolism immediately after operation. 

Necropsy.—Slight tricuspid stenosis (circumference 
100 mm.) (Fig. 13). Severe aortic and mitral stenosis 


Discussion and Conclusions 


The incidence cf appreciable tricuspid valve disease found 
at necropsy in this series approximates closely to that de- 
scribed by Smith and Levine (1942), who found an incidence 
of 9.4% in a series of 340 cases of rheumatic heart disease 
coming to necropsy, and of Cooke and White (1941), who 
noted 14%, in 217 cases of rheumatic heart disease. Asso- 
ciated valve disease was present in all the cases, and was 
severe in most. Mitral valve disease was present in all, and 
aortic disease in 75%. 


Diagnosis 

In one of our cases (C 1) mitral valve disease was clinically 
insignificant, and in this type of case the presence of a 
large presystolic wave in the jugular venous pulse, a tricuspid 
valve murmur, and an enlargement of the right atrium, 
without evidence of right ventricular hypertrophy, makes 
clinical diagnosis easy. Usually, however, the signs of 
tricuspid valve disease are obscured by those of associated 
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mitral valve disease. Tricuspid murmurs may become louder 
during inspiration (Gibson and Wood, 1955; Yu et al., 
1956: Hollman, 1956), and this sometimes enables them to 
be distinguished from mitral murmurs which do not. Even 
in cases where this distinction cannot be made with certainty. 
tricuspid disease can nevertheless be strongly suspected if 
the degree of right atrial enlargement is disproportionate to 
the degree of pulmonary hypertension and right ventricular 
hypertrophy. The present study also suggests that when 
the right atrium is considerably enlarged (over 70 mm. from 
the midline) in cases of rheumatic heart disease, the diagnosis 
of tricuspid involvement can be made with confidence, parti- 
cularly if the P-R interval exceeds 0.20 sec. in the absence 
of active carditis. 

The importance of prolongation of the P-R interval in 
the diagnosis of tricuspid disease has not been mentioned 
in previous studies (Ferrer et al., 1953; Whitaker, 1955 ; 
Gibson and Wood, 1955; Yu et al., 1956; Hollman, 1956 ; 
Pantridge and Marshall, 1957), although Trace er al. (1954) 
described it in their own case. Dalla Volta and Forattini 
(1957) described three cases of tricuspid stenosis in which 
the P-R interval appeared to exceed 0.20 sec. in the pub- 
lished cardiograms, but the timing of the cardiograph paper 
was not mentioned. 

The most difficult differential diagnosis is from functional 
tricuspid incompetence, which may produce identical signs. 
Such incompetence is usually due to pulmonary hypertension 
from mitral stenosis, and differentiation depends on the dis- 
proportion between the hypertension and right atrial size, 
as already mentioned. When, however, mitral incompetence 
is present there may be a raised venous pressure without 
much pulmonary hypertension (Gibson and Wood, 1955). 
However, prolongation of the P-R interval does not seem 
to occur in these cases, and, if present, may suggest the 
correct diagnosis. When mitral incompetence is severe and 
the left atrium aneurysmal, atrial fibrillation is always 
present and tricuspid incompetence frequently so. Under 
these circumstances the differentiation becomes clinically 
impossible. Final proof depends on the demonstration of a 
considerable pressure gradient across the tricuspid valve, for 
a slight gradient may be present in functional incompetence 
(Yu et al., 1956). This may be due to a very high stroke 
volume. 


Effect of Tricuspid Disease on Symptoms of Rheumatic Heart 
Disease 


It has been suggested that tricuspid stenosis modifies the 
symptoms of pulmonary congestion due to left-sided valvular 
lesions (Thompson and Levine, 1937), but the findings in 
our series do not support this; for all patients were dys- 
pnoeic, and pulmonary oedema or paroxysmal dyspnoea 
occurred in nearly one-third of them. Orthopnoea and 
paroxysmal dyspnoea occurred in three of Gibson and 
Wood's 14 rheumatic cases, and orthopnoea in 7 of the 13 
cases of Reale ef al. (1956). The most severe case of 
tricuspid stenosis in our series (Case C2) had marked 
dyspnoea on effort and repeated attacks of paroxysmal 
dyspnoea and orthopnoea, attributable to gross mitral dis- 
ease. Thus even gross tricuspid disease will not modify the 
symptoms of mitral disease if the latter is severe enough. 
but may do so if the mitral disease is slighter. 


Haemodynamic Data 

Our haemodynamic studies are similar to those published 
by Ferrer et al, (1953), Gibson and Wood (1955), Whitaker 
(1955), Hollman (1956), Yu et al. (1956), and Pantridge and 
Marshall (1957), and demonstrate the gradient in diastole 
across the tricuspid valve. In the cases with sinus rhythm, 
the atrial systolic pressure is not transmitted to the ven- 
tricle, and the height of the “a™ wave in the atrial pulse 
as compared with the right ventricular systolic pressure is 
striking. The slow “y”™ descent is also noteworthy. It is 
of interest that patient C 10, who had a large “a™ wave in 
the jugular venous pulse when in sinus rhythm, developed 
gross tricuspid insufficiency at the onset of atrial fibrillation 
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(Fig. 1), and at necropsy his tricuspid valve was thought to 
be incompetent as well as stenosed. A similar case, but 
without proof at necropsy, is reported by Ferrer et al. (1953). 


Association of Incompetence with Stenosis 

The development of signs of tricuspid insufficiency in all 
patients with tricuspid stenosis who developed atrial fibril- 
lation led us to suppose that the organically stenosed and 
obstructed valve is probably always incompetent to some 
degree. The findings of Ferrer et al. (1953), McCord et al. 
(1954), Whitaker (1955), and Hollman (1956, 1957), in 
general support this contention. However, Reale ef al. 
(1956) doubt whether a marked systolic wave in the right 
atrial pulse necessarily indicates tricuspid incompetence, and 
they suggest that if the atrium is filled and stretched at the 
time of ventricular systole the regurgitation of even a very 
small amount of blood might produce a considerable systolic 
wave. Ten of their 13 cases came to operation, and “ signifi- 
cant ” regurgitation was detected in only one. A low cardiac 
output at the time of palpation of the valve, however, may 
obscure a regurgitant jet. Pantridge and Marshall (1957) 
reported incompetence in one of two cases of tricuspid 
stenosis at operation for tricuspid valvotomy. 

However, the work of Miiller and Shillingford (1954) and 
Korner and Shillingtord (1957) suggests that a large positive 
systolic wave is in fact associated with a considerable volume 
of reflux estimated by the dye-dilution technique. Such a 
wave was regularly seen in our patients with atrial fibrilla- 
tion, and at necropsy it seemed probable that the valves had 
been incompetent. The absence of this wave in sinus rhythm 
may have been partly due to better emptying of the atrium, 
which is then able to accept a regurgitant flow without 
conspicuous rise of pressure. 

We believe, therefore, that incompetence is a very com- 
mon accompaniment of stenosis, but is not necessarily in- 
variable. This point has an important bearing on the 
surgical treatment of tricuspid stenosis, since valvotomy is 
unlikely to be wholly successful if appreciable incompetence 
is present, for it may be increased by valvotomy (Hollman, 
1956), to the detriment of the patient. At the present time, 
tricuspid valvotomy is a well-recognized though uncommon 
operation (Brofman, 1953 ; Chesterman and Whitaker, 1954 ; 
Krook ef al., 1955; O'Neill et al., 1954; Trace er al., 1954; 
Bailey, 1955 ; Swan et al., 1955 ; Gibson and Wood, 1955 ; 
Hollman, 1956; Reale et al., 1956; Yu et al., 1956; Pan- 
tridge and Marshall, 1957 ; Dalla Volta and Forattini, 1957). 
But, as Hollman (1956) points out, the risk of increasing 
incompetence is appreciable. We have no personal experi- 
ence of tricuspid valvotomy, but we believe that the general 
applicability of the operation is small, and that the diffi- 
culties of selecting the suitable case are considerable. The 
operation should probably be reserved for patients whose 
symptoms are urgent and unrelieved by medical means. 


Summary 


Twenty-one proved cases of organic disease of the 
tricuspid valve have been presented. The diagnosis is 
discussed, with special reference to the modification in 
the clinical picture produced by other valve lesions. 
Clinical, haemodynamic, and pathological data are dis- 
cussed. Special emphasis is laid upon enlargement of 
the right atrium, and a method of radiological measure- 
ment is presented. The importance of right atrial P 
waves in the absence of evidence of right ventricular 
hypertrophy on the cardiogram is stressed. Prolonga- 
tion of the P-R interval is underlined as a valuable 
diagnostic pointer. 

Reasons are given for concluding that tricuspid in- 
competence usually accompanies tricuspid stenosis, and 
the surgical implications of this are mentioned. 


We are indebted to Mrs. Birbeck and the department of 


medical photography for the illustrations. 
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EFFECT OF TEMPERATURE ON 
SURVIVAL OF BACTERIA IN BLOOD 
FOR TRANSFUSION 


WITH A NOTE ON CONTAMINATION BY COLD- 
GROWING ORGANISMS 


BY 
J. D. JAMES, M.R.C.S., L.R.C.P. 


Director, North London Blood Transfusion Service 
AND 


E. JOAN STOKES, M.B., M.R.C.P. 
Bacteriologist, University College Hospital, London 


From 1946 to 1949 the practice in the North London 
Blood Transfusion Centre was to transport blood col- 
lected at the donor sessions to the centre in vans with- 
out refrigeration. Thus, at the most outlying sessions, 
the first donor's blood was unrefrigerated for about eight 
hours before reaching the cold room at the centre ; 
approximately 210,000 bottles of blood were so treated. 
In 1949 transport by refrigerator vehicles was considered. 

When fresh blood is kept for four days at room tem- 
perature the red cells do not survive well on subsequent 
storage (Gibson et al., 1947), but if it is allowed to cool 
slowly for a few hours before refrigeration it is unlikely 
to suffer, and, since the phagocytic and bacteriolytic 
processes in the blood are most active at body 
temperature, such treatment might even have definite 
advantages (James, 1954). 

It was decided that a complete change to refrigerator 
transport should be delayed until evidence of its value 
could be obtained. In the meantime two refrigerator 
vans were employed in conjunction with five non- 
refrigerators. In fact, owing to the inconvenient size of 
the new vans when negotiating the narrow streets of 
London and some provincial towns, the approximate 
ratio in which they were used was 2: 1 

During the period when both types of van were in 
use about 700,000 bottles of blood were collected and 
one death from infected blood was recorded, this bottle 
having been carried in a non-refrigerator van, but the 
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odds in favour of a non-refrigerated bottle causing such 
a mishap, irrespective of any effect of refrigeration, was 
of course 11:2. No other fatalities or severe reactions 
due to infected blood were reported, and in view of the 
very close liaison between the centre and regional patho- 
logists, coupled with the absence of any reported 
incidents in the hospitals supplied, it is most unlikely that 
any occurred 

The object of the investigation reported here was to 
determine whether the use of refrigerator vans provides 
an additional safeguard or introduces an additional risk. 


Routine Method of Collection 


The skin over the site of venepuncture is cleaned with 
ether soap followed by 70% aicohol, which is allowed 
to dry, and then a small quantity of procaine is injected 
intradermally over the vein. A paper dust-cap, placed 
in position before autoclaving, is removed from the top 
of the bottle, which is then swabbed with 70% alcohol 
A sterile airway needle and then the sterile needle of the 
taking set are pushed through the rubber wad at the 
sites exposed by two small holes in the metal cap. The 
sterile needle at the other end of the set is introduced 
into the vein through the anaesthetized area. A pressure 
of 70 mm. Hg is maintained on the upper arm by means 
of a sphygmomanometer. 

After 420 ml. of blood has been collected into 120 ml 
of glucose citrate (2% disodium monohydrogen citrate 
and 2.5% anhydrous dextrose) the needles are withdrawn. 
The top of the bottle is swabbed again with 70% alcohol 
and the puncture holes are sealed with a piece of sterile 
adhesive tape. The rubber wads are used only once. 
Finally a sterile plastic cap (“ viskap”™) is placed over 
the bottle top. At one time these viskaps were carried 
in 10% “dettol,” but the practice now is to autoclave 
them on reception at the centre and then to place them 
in jars containing 1; 1,000 chlorhexidine (“ hibitane ™) 
for use at the sessions. 

All sterilization is done by steam pressure at 20 Ib. 
sq. in. (1.4 kg./sq. cm.) for 30 minutes in autoclaves with 
automatic pressure and temperature recording. 

The following bacteriological investigations were 
carried out. 


1. Estimation of Number of Bottles Infected 


During the last six years a proportion of bottles of blood 
collected by the centre, using the closed method described 
above, have been cultured either in the centre laboratory or 
in one of two other independent laboratories. Seven bottles 
of blood, one to seven days old, were cultured each month. 

Five-millilitre samples of blood were delivered into each 
of two bottles containing 30 ml. of Hartley's nutrient broth 
plus 1% glucose and 0.5% potassium citrate. One was in- 
cubated at 37° C. and the other at room temperature (20-25° 
C.) for 48 hours. The cultures were then subcultured to 
blood agar which was incubated at the appropriate tempera- 
ture for a further 48 hours. 

Of 406 bottles tested, one was found to be infected. It 
had been carried in a refrigerator van in May, 1956, and 
yielded a micrococcus. 


2. Preliminary Test of Bactericidal Power of Fresh 
Citrated Blood at Different Temperatures 
Four tests were made with fresh blood from four donors 
and a peptone-water culture of the cold-growing pseudo- 
monas (BP1) which had been isolated from the bottle of 
blood believed to have caused the fatal accident. The fol- 
lowing two methods were used. 
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(a) Blood obtained by venepuncture Was delivered in 2-ml. 
amounts into each of three bottles containing the appropriate 
volume of glucose citrate making 3 ml. in all. The same volume 
of peptone water in each of an equal number of bottles containing 
neutralized glucose citrate served as controls. All bottles were 
seeded immediately with a measured volume of a counted peptone- 
water culture of BP1. One of the botiles and its controls was then 
refrigerated at 4° C.; one was incubated at 37° C. for 12 hours 
before refrigeration, and the third was left at room temperature 
(18-23° C.) for 12 hours before refrigeration. All bottles were 
subcultured at intervals, and if after four weeks’ refrigeration 
they remained sterile they were subcultured again after two days 
at room temperature as a further test of sterility 

(b) Citrated blood from a single donor was distributed in 3-ml. 
amounts in 180 bottles. Each of these and four peptone-water 
controls were seeded within 20 minutes of bleeding with approxi 
mately 10 viable organisms. Half the infected bottles and controls 
were then refrigerated ; the other half remained at room tempera- 
ture for 10 hours before refrigeration. There was no significant 
difference between white blood cell counts in the first and last 
samples distributed, so that it is unlikely that uneven distribution 
of white cells affected the results 

It seems clear from the results (Table I) that a proportion 
of samples of blood infected with this organism can sterilize 
themselves if kept for a time at 37° C. Evidence for steriliz- 


Taste 


No. of Bottles Found Sterile 
Inoculum per Bottle - 


(3 ml) 37° 18-23 ¢ 

(12 br.) (i2 hr.) 

Donor A 23 viable organisms 23 03 03 

10 23 13 03 

¢ 10 33 13 03% 

Peptone-water 

controls 9-23... 012 012 0/12 


No. of Bottles Found Sterile 
Inoculum per Bottle 


(3 ml.) 18-23° C. (10 hr.) “Cc 
Donor f | 10 viable organisms | 10 90 090 
Peptone-water 
controls 10 02 02 


ation at room temperature is, however, slender, which 
is to be expected, since room temperatures are near the 
optimal for the growth of the pseudomonas but by no means 
optimal for the bactericidal activity of the blood. It was 
noticed that growth in blood which had been treated at room 
temperature could sometimes be observed about two days 
sooner than in the blood which had been refrigerated imme- 
diately, The inoculum in these small bottles was equivalent 
to 1,600-4,100 viable organisms per whole bottle (540 ml.) 
of blood. 


3. Tests of Immediate Incubation for a Short Time 
Before Storage as a Means of Sterilizing 
Contaminated Blood 


Since the killing power of blood differs widely between 
individuals and even in the same person's blood on different 
occasions, and since some strains of bacteria are more easil\ 
killed in blood than others. blood from more than 400 
donors and 14 different strains were employed in these tests. 
Two cold-growing pseudomonas were included which had 
been isolated from blood believed to have killed two 
patients. One of them was BPI, already mentioned. the 
other (BP2) proved to be very similar, although it was iso- 
lated in a different part of the country at a different time 

These pseudomonas are actively motile Gram-negative 
bacilli; they grow readily at room temperature (18 23° Cc.) 
slowly at 4° C., and very slowly at 37° C. After one week 
at room temperature they give the following reactions : 
citrate positive, nethyl-red negative. Voges—Proskauer posi 
tive, gelatin liquified, no pigment. They produce acid and 
a little gas in the following carbohydrate media : glucose. 
mannite, sucrose, salicin, maltose, sorbitol, glycerol, 
trehalose and galactose. They produce acid only in lactose 
and inulin, and they have no action on dulcite. They are 
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particularly dangerous because, in addition to growing in 
refrigerated blood from small inocula within a week, they 
lyse the red cells very slowly, so that blood appears suitable 
for transfusion when it is in fact heavily infected. 

One strain, BP2, was cultivated in fresh citrated rabbit 
blood at 4° C, for seven days and then 5 ml. was injected 
into each of three rabbits, All died within 24 hours, whereas 
three controls which had received uninfected blood remained 
healthy, although for some unexplained reason they showed 
a moderate pyrexia shortly after transfusion. 

Before routine incubation treatment can be recommended 
it must be shown that blood cells are not damaged by it 
and that even bacteria which grow optimally at 37° C. are 
incapable of multiplying in the blood during treatment. 
Twelve hours’ incubation as employed in the preliminary test 
is probably unnecessarily long, because the bactericidal 
activity of blood against staphylococci is maximal at two 
hours (Miles and Misra, 1938). In further experiments, 
therefore, the incubation time was reduced. 


Test for Growth During Treatment of Heavily Contaminated 
Fresh Blood 


Eleven freshly isolated strains of Staph. pyogenes and one 
freshly isolated Bact. coli strain were employed. The coli 
was the only strain of six tested which would grow in blood 
from small inocula. 

Small volumes of fresh blood received an inoculum which 
was equivalent to about 500,000 viable organisms per full 
bottle of blood for transfusion. In every case the numbers 
of bacteria after incubation were compared with the num- 
bers in a duplicate refrigerated sample of blood from the 
same donor. 

Method (also employed in a later test)—During routine 
donation sessions the last 10 ml. of blood from each donor 
was received into the appropriate volume of citrate in a 
separate bottle, This was seeded immediately, well mixed, 
and then divided in half. One sample was refrigerated as 
soon as possible, in no case later than 30 minutes after 
bleeding, and the other was treated by incubation at 37° C. 
for two hours before refrigeration. Sufficient bacteria were 
added to yield about 10 viable organisms per loopful 
(0.01 ml.) of infected blood. The cultures were counted by 
the Miles and Misra (1938) method immediately before seed- 
ing the blood and at the end of each experiment. Explants 
were made from all bottles on to blSod agar immediately 
after seeding, immediately after treatment, and on the fol- 
lowing day, when all bottles had been refrigerated overnight. 

There was no evidence that any of these 12 strains were 
able to multiply during two hours’ incubation in fresh blood. 
It seems, therefore, that incubator treatment is harmless 
even when the blood is heavily contaminated with bacteria 
which grow optimally at this temperature, but these tests 
differ from the conditions under which blood is accidentally 
infected in two important respects. First, the volume of 
blood is small, so that it cools rapidly, and therefore a com- 
parison between the bactericidal power of small volumes, in- 
cubated and refrigerated, favours the incubated sample. In 
large volumes which cool more slowly in the refrigerator, 
the blood might be able to reduce the bacterial population 
during cooling. 

The second difference is that, in order to be sure that some 
viable bacteria were seeded into each small sample, the 
proportion of bacteria to blood must be high, and corre- 
sponds to a very heavy contamination. It is too much to 
hope that blood can clear itself of unlimited numbers of 
bacteria, and therefore before proceeding to further experi- 
ments using larger volumes and small inocula an attempt was 
made to estimate the maximal likely contamination during 
blood donation by the routine method described. 


Degree of Accidental Contamination of Blood 


Large numbers of bacteria are unlikely to enter the blood 
unless the citrate is infected or the collecting apparatus has 
not been cleaned and sterilized. The degree of possible 
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contamination, assuming gross carelessness during collec- 
tion, was tested by rubbing the moistened rubber wad of the 
receiving bottle cap with a dirty handkerchief and then 
rubbing the contaminated wad on blood agar. Fingers of 
unwashed hands were also pressed on blood agar and the 
inoculum spread over the surface of the plate to separate 
conglomerations of bacteria. Colonies were counted after 
two days’ incubation at 37° C. and two days on the bench. 
The highest count in four experiments with rubber wads ‘was 
276 colonies and the highest from single fingerprints of six 
people was 97 colonies. 

Contamination from the air is considered by some to be 
a serious menace even when blood is collected by a closed 
method (Braude ef a/., 1952), but the risk is probably over- 
estimated. The highest bacterial counts in air are found 
in wards during bed-making, where there may be 2,000 
bacteria-carrying particles per cubic foot (70,600 per cubic 
metre) of air. The total volume of a blood bottle is 
600 ml., so that the maximal average contamination would 
be fewer than 50 particles per bottle if it were deliberately 
filled with contaminated air immediately before taking the 
blood. Average counts from crowded rooms are tenfold 
less than this (M.R.C., 1948). Even allowing that each par- 
ticle may carry many bacteria and that their distribution 
in air may be unequal, it is doubtful if in practice more 
than about 1,000 viable organisms can be accidentally intro- 
duced from the air during donation when a closed method 
is used, 


Survival of Small Inocula in Large Volumes of Fresh Blood 


Large volumes of blood from 268 donors were seeded with 
one of four different strains, the two cold-growing pseudo- 
monas, a freshly isolated Staph. pyogenes, and the strain of 
Bact. coli which grows comparatively well in blood. The 
inoculum varied between 7 and 100 viable organisms per 
half-bottle of blood (approximately 250 ml.) in the different 
tests. None were made on full bottles because of the need 
to control each test with an equal volume of refrigerated 
blood from the same donor. 

Method (also employed in a later test)—Two samples of 
blood, about 250 ml. each, were taken from each donor into 
bottles containing the appropriate volume of glucose citrate ; 
within five minutes of bleeding each was seeded with liquid 
culture old enough to have passed the logarithmic phase of 
growth. Counts were made immediately before and at the 
end of each experiment. One infected sample from each 
donor was refrigerated as soon as possible, in no case later 
than 30 minutes after bleeding ; the other bottle of each pair 
was held at 37° C. for two to six hours before refrigeration. 

Bottles seeded with pseudomonas, which grow in the re- 
frigerator, were subcultured at frequent intervals, and if 
they appeared to be sterile after 28 days they were “ incu- 
bated” at room temperature for two days and subcultured 
again as a further test of sterility. Bottles seeded with Staph. 
pyogenes and Bact, coli, which do not multiply in blood at 
4° C., were tested for sterility after various periods of 
storage in the refrigerator ranging from 4 to 21 days. This 
was done to simulate so far as possible the conditions in 
which accidentally infected blood might be used. Those 
found sterile on subculture were diluted with an equal 
volume of peptone water and were reincubated. They were 
subcultured weekly for four weeks before being finally dis- 
carded. 

The results (Table IT) show that large volumes of blood 
seeded with small numbers of both cold-growing and warm- 
growing bacteria are sometimes sterilized when submitted 
to short-incubation treatment immediately after bleeding, 
whereas when the bottles are immediately refrigerated this 
rarely happens. In the fourth test, three of the five samples 
found sterile without incubation treatment were sterile also 
in the incubated samples ; these may have been very active 
blood samples. But in two the corresponding incubator- 
treated sample yielded growth. This may be due to chance, 
because with such a small inoculum occasional bottles might 
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Ability C. | Incculum|__ Sound Steril 
Exp Don Strain to Grow) Before Treated | Refrig- 
at Final | 565 | for erated 
Incu- Hours | Imme- 
| baiion at 37°C.) diately 
- 
| 14-50 | 627 037 
| 2 hrs. 
| at 37°C.) 
2 9 | BPI | so | 49 
80 | BP? 12-30 1/80 0 80 
4 50 Steph. 1S days 14 23.50 53/50 
| progenes | 
5 =| Bact. coli 7-14 | 50/50 | 49/50 
6 $0 $0-100 | 49/30 | 50/30 


receive no bacteria. A small proportion of the incubator- 
treated samples may of course also be sterile by chance, but 
it cannot account for sterilization of nearly half of them. 

In experiments 4, 5, and 6 a time had to be chosen to 
test survival by incubation, and the results might have been 
different if the blood had been stored for either a longer or a 
shorter period. In experiment 4, 15 days was chosen as a 
time when many bottles of blood are used. When in experi- 
ment 5 the bacilli survived in only one of 100 bottles. it 
was thought possible that prolonged storage (21 days) might 
have contributed to their death, but in experiment 6 the 
result was similar in samples seeded much more heavil\ 
after storage for only four days. 

After treatment one of the pseudomonas was killed much 
more easily than the other, which suggests that different 
Strains of this organism may have different degrees of resist- 
ance to the action of blood. 

A marked difference in survival was found between the 
two human pathogens tested. In experiment 4 the Staph. 
pyogenes survived in 45 of 50 untreated samples, seeded with 
an average of 14 viable organisms per 250 ml. of blood. 
whereas in experiment 6 the Bact. coli (selected for its ability 
to grow from smail inocula in small volumes of stored blood) 
died out in all of 50 untreated samples when seeded with 
50-100 viable organisms per 250 ml. This may be due to 
killing by phagocytin (Hirsch, 1956), which was found to 
be much more active against Gram-negative than against 
Gram-positive organisms. The effect is different from and 
completely overshadows the bactericidal action, which de- 
pends on temperature. Gram-negative organisms susceptible 
to it are unlikely to survive in blood at any temperature 
once the phagocytin has been released. 

One further point of interest was that in experiment 3 
some samples of the blood which had been incubator-treated 
yielded growth on storage slightly earlier than the untreated 
controls. Blood from 30 of the 80 donors which was sub- 
cultured almost daily yielded growth on the seventh day from 
25/30 of the incubator-treated samples and only 16/30 
controls ; on the eighth day the figures were respectively, 
29/30 and 20/30, and by the tenth day growth was found in 
all bottles. 

If many more strains of cold-growing pseudomonas were 
tested the majority might prove, like BP2, to be resistant 
to killing by blood. Since it is clear that in any case the 
method can never be completely effective, further experi- 
ments which would involve large quantities of blood are 
thought to be unjustifiable. If at some later date incubation 
treatment of blood should seem desirable for other reasons- 
for example, to activate chemicals added to blood to prolong 
cell life—further work might be worth while. 


4. Effect of Slow Cooling at Room Temperature on 
the Survival of Contaminating Bacteria 


In the preliminary experiments, using small volumes of 
blood (3 ml.) and the cold-growing pseudomonas BPI, it 
seemed that on the whole slow cooling was to be preferred 
The 


to immediate refrigeration after bleeding (Table 1). 
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test was repeated, using slightly larger volumes of blood 
(S$ ml.), the other pseudomonas (BP2), and one strain of 
Staph. pyogenes. The blood was allowed to remain at room 
temperature for eight hours before refrigeration, because 
that is the maximal time likely to elapse between bleeding 
and storage when the donor session is held at a distance 
from the centre and there is no refrigerator transport. 


Estimation of Growth in Heavily Contaminated Blood During 
Slow Cooling at Room Temperature 

The first method described above (Section 3) was em- 
ployed. In each case the number of bacteria recovered after 
eight hours at room temperature (18 23° C) was compared 
with the number found in a duplicate 5-ml. sample of the 
same donor’s blood which had been refrigerated immediately 
after inoculation. 

One strain of Staph. pyogenes did not multiply during this 
time, but BP2 was able to increase approximately fourfold 
in fresh blood under these conditions. It would appear from 
these results that blood infected with BP2 is best refrigerated 
soon after bleeding; but the conditions of the test differ 
from those in accidental contamination, as already discussed, 
in that the blood volumes were smal! and the inoculum 
heavy. 

The fate of small inocula of both strains of pseudomonas 
were therefore tested in large volumes (approximately 250 
ml.) of blood. The second method described in Section 3 
was employed. Half the bottles were left at room tempera- 
ture for eight hours before refrigeration, and their duplicates 
were refrigerated as soon as possible, in no case later than 
30 minutes after bleeding. 

The stored blood was subcultured at intervals for 28 days. 
Those samples which remained sterile were then sub- 
cultured again after 48 hours’ “incubation” at room tem- 
perature as a further test of sterility. 

The two sterile samples were blood from the same donor 
which was presumably particularly active against BP1. 


Tasre Ill 
No. of Bottles Found Sterile 
No. of 
~ Strain per Botile reate efrigerated 
Donors (250 mi.) 18-23" 
for 8 hrs Immediately 
20 BP2 12-30 | 020 0 20 


It seems from the results (Table III) that there is little 
point in early refrigeration, but it was noticed that growth 
appeared a few days earlier in some of the bottles which 
had not been immediately refrigerated. Thus, in the first 
test (BP1) blood from seven donors yielded growth first in 
the bottles treated at room temperature ; blood from one 
donor yielded it first in the immediately refrigerated bottles ; 
there was no difference in four, and in four the time of 
growth could not be assessed. In experiment 2 (BP2) the 
blood from 15 donors yielded growth first in the bottle 
treated at room temperature, none grew first in the imme- 
diately refrigerated bottle, and in five the time of growth 
could not be assessed. The most frequent difference in time 
was two to three days, and the maximum noted was four 
days. 

It may appear from this that if growth in some samples 
can be delayed for a few days, refrigeration might be worth 
while, but in practice the difference between full bottles re- 
frigerated immediately in a van and those left at room tem- 
perature during transport is not as great as in these experi- 
ments. The volume of blood was of necessity half a bottle 
instead of a full bottle, and it was refrigerated in a large 
cold-room. At a donor session many full bottles are packed 
into a small refrigerator in the van, and it was found that 
during transport to the centre they can raise the refrigerator 
temperature from 4 to 12° C. Probably the advantage of 
rapid refrigeration in these conditions is so slight as to be 
negligible. 
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Inquiries at regional transfusion centres in this country 
revealed a diversity of practice in that, while centres con- 
veyed blood mainly in refrigerator vans, the time which 
elapsed between filling the bottle and placing it in the van 
varied, so that in practice the blood was often allowed to 
cool slowly for periods up to two hours at room tempera- 
ture. 

Effect of Temperature on Red-cell Survival——tThe percent- 
age red-cell survival of incubator-treated and immediately 
refrigerated blood after 28 days’ storage at 4° C. was estim- 
ated in four donors using the method of radioactive isotope 
tagging described by Reeve and Veall (1949) and Mollison 
and Veall (1955). The results showed a slightly reduced per- 
centage survival time after incubation treatment in all four 
tests, This is not necessarily a contraindication for incu- 
bator treatment, because the test was made late in storage 
when the percentage surviva: time is falling rapidly and 
when, for this and other reasons, blood is very seldom given. 
If it were tested at 21 days, which is the maximal time blood 
is normally stored before transfusion, the effect of incuba- 
tion would probably be negligible. 


5. Contamination by Cold-growing Bacteria 


It is agreed that bacteria which are able to multiply in 
stored blood at 4° C. are the most dangerous contaminants 
(Pittman, 1953; McEntegart, 1956). In Britain during the 
last ten years approximately 4.400.000 bottles of blood were 
given and there have been eight deaths thought to be due to 
contaminated blood (W. d’A. Maycock, 1957, personal com- 
munication). Cold-growers were isolated from all of them, 
and two of these strains were employed in the experiments 
here recorded. 

It was hoped that incubation immediately after blood is 
withdrawn would effectively kill cold-growers, ‘especially as 
they are barely capable of growth at 37° C. Although these 
expectations were fulfilled in some cases, the action of blood 
is not constant enough to be relied on, and other methods 
must be sought to prevent contamination or to sterilize the 
blood. 

It has been suggested that the addition of small doses of 
tetracycline to blood would prevent growth and do no harm 
to the recipient (Braude et al., 1955). We are not in favour 
of this, because it is doubtful if all strains of cold-growers 
are sensitive to any one drug; moreover, antibiotics are not 
stable, and would therefore have to be added to the bottle 
after autoclaving, and they are themselves sometimes con- 
taminated. Even very small doses cannot be considered 
harmless, because they may kill a person who is hyper- 
sensitive. 

McEntegart (1956) has suggested that danger could be avoided 
if blood were never stored longer than a week. because his 
cold-growing strains were not apparent in blood until the 
second week of storage. Both our strains of pseudomonas, 
however, yielded heavy growth from small inocula in some 
samples at six days, and if more had been’ tested it would 
probably have occasionally appeared even earlier. By the 
tenth day heavy growth in all lightly seeded samples was the 
rule. There is no doubt, however, that the shorter the stor- 
age the less chance there is of danger from cold-growers. 
We also found that if growth had not appeared by the six- 
teenth day the sample would prove to be sterile. 


Prevention of Contamination 

We have succeeded in cultivating cold-growing bacilli 
similar to, but not identical with, BP1 and BP2 from the 
air, from dust, from swabs of unwashed skin, and in large 
numbers from fluid in which plastic caps used to cover 
transfusion bottles are delivered from the manufacturer. 
The closed techniques in common use could be improved to 
prevent their entry in the following ways. The bottle should 
be autoclaved, with the aluminium cap loose, to prevent the 
formation of a vacuum, and with the holes in the cap 
covered by adhesive strapping. The strapping should be 


removed at the donation session immediately before bleeding 
and the cap should not be touched before the airway needle 
(attached to an air-filter tube) and the taking-set needle are 
plunged through it. When the bottle is full the needles 
should be removed, still taking care not to touch the cap, 
which can now be wiped, if necessary, with dry sterile 
cotton-wool or gauze. The holes should then be sealed with 
sterile waterproof strapping and the cap covered with an 
autoclaved plastic cap. The provision of a paper dust-cap 
over the top of the bottle is not essential, but may be added 
as a refinement. 

There seems to be no reliable way of recognizing infected 
blood before transfusion. During 1952 to 1955 one London 
teaching hosp.tal carried out routine stained-film examina- 
tion of every bottle transfused (15,000), and they came to 
the conclusion that the risk of infection was so slight (con- 
jectured at 1 in 7,500) that the practice was stopped. More- 
over, although the cold-growing bacilli can be seen among 
the debris when blood is Known to be infected and a care- 
ful search is made, their presence might well be missed even 
by experienced workers in a routine examination when 
blood is urgently needed. 


6. Examination of Blood for Infection after Transfusion 


Deaths reported after transfusion of infected blood are 
rapid, and are almost certainly due to foreign substances 
produced in the blood as a result of bacterial growth rather 
than to infection by the bacterium, Unless blood is grossly 
mishandled significant infection by human pathogens which 
grow at 37° C. but not in the refrigerator is very unlikely. 
The few staphylococci and diphtheroids which may be in- 
troduced from the donor will either die during storage or 
will remain in very small numbers unless they are given a 
chance to grow by prolonged incubation or storage at room 
temperature, 

If contamination of blood before transfusion is to be 
prevented it is important to be able to recognize it when it 
has occurred, It has become clear to us that revision of 
culture methods for this purpose is required. Bottles are 
often taken down at the end of transfusion by someone un- 
skilled in bacteriological technique who is not at the time 
expecting the remains of the blood in the bottle to be cul- 
tured : contamination at this stage is therefore likely. It is 
necessary to know more about the ability of blood to sup- 
port the growth of different species of bacteria and the rate 
at which small numbers of contaminating organisms wil! 
grow in it before the most suitable culture methods can be 
devised and the results of culture can be properly assessed. 


Comparison of Undiluted Transfusion Blood and Peptone Water 
as Culture Media 

Comparison of Blood and Peptone Water to Support 
Growth of Small Inocula.-Growth of 10 to 50 viable 
organisms in 5 ml. of the two fluids was compared, using 
a freshly isolated Staph. pyogenes, the two cold-growing 
pseudomonas BPI and BP2, and stored blood from four 
donors. In all cases growth appeared earlier and more 
abundantly in the peptone water. Two further points of 
interest were noted. The Staph. pyogenes grew more readily 
in old than in fresh blood, and, although the cold-growers 
flourish at about 20° C. in peptone water, in blood at this 
temperature their growth is comparatively poor, Small ino- 
cula of BPI died out in some samples of blood at 20° C.. 
although they grew in the same blood at 4° C., almosi as 
well as in the peptone-water controls. Presumably they, like 
other Gram-negative organisms, are affected by an inhibitor 
which is active at room temperature and at 37° C., but not 
in refrigerated blood. 


Rate of Growth of Air Contaminants in Blood and Pep- 
tone Water at Room Temperature.—Stored blood between 
3 and 20 days old from four donors was distributed in 5-ml. 
amounts in 1-oz. (28-ml.) screw-capped bottles having 
mouths 1.8 cm. in diameter (transfusion bottles have mouths 
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2.2 cm, in diameter), An equal number of similar bottles 
each containing 5 ml. of peptone water were placed in the 
same racks as controls. Twelve bottles and controls were 
exposed to air in a ward for seven hours ; this included bed- 
making time, when the air would be very heavily contam- 
inated. A similar set of bottles were exposed for seven 
hours in the laboratory passage during a time of heavy 
traflic. After exposure the bottles were closed with sterile 
caps and left overnight on the bench. The next day and 
subsequently they were well shaken and subcultured on to 
two blood-agar plates which were incubated for 48 hours, 
one at room temperature and the other at 37° C. The 
results are seen in Table IV. 


Taste 
No. of Bottles Yielding Growth at Intervals After 
Exposure to Air for Seven Hours 
Ist Day 2nd Day 3rd Day 
Blood 324 8 24 22/24 
Peptone water | 2124 2424 | 424 


Culture of Blood in Bottles Returned to the Laboratory after 
Transfusion 

Over a period of one month the remains of blood in all 
transfusion bottles returned to the laboratory were cultured ; 
no transfusion reactions were reported during this time. 

The bottles had been sealed after collection and were not 
opened until used for transfusion. Immediately before use 
the cap was replaced by the sterile filter and rubber bung 
of the giving set; blood was not warmed in the bottle. 
When the transfusion was over, the giving set, which has no 
air filter, was removed and the cap, which had been exposed 
to the ward air, was replaced and the bottles were returned 
ta the laboratory, where, for lack of refrigerator space, they 
stood in the laboratory passage. 

The culture method recommended below was employed, 
but “incubation” at 4° C. and multiple seeding on blood 
agar were omitted. 

Altogether 141 blood residues were cultured between six 
hours and five days after transfusion. Sterile cultures were 
obtained from 105 samples, growth in one liquid culture only 
from eight; growth in both liquid cultures from 17, and 
growth in all cultures from 10 

The 10 heavily contaminated samples were cultured be- 
tween one and five days after transfusion. Four of them 
had been left for one or more days uncapped. (Five of 
the sterile samples had also remained uncapped for six hours 
to two days.) One of the remaining six bottles, which was 
cultured three days after transfusion, yielded a cold-growing 
bacillus similar to, but not identical with, BP1 and BP?. 
The others yielded Staph. albus (one), Staph. pyogenes (two). 
an aerobic spore-bearing bacillus (one), and one bottle two 
days old yielded a mixed growth of a spore-bearer and a 
Gram-negative cocco-bacillus, not a cold-grower. All bottles 
(16) cultured less than one day after transfusion were sterile: 

Other species isolated in liquid culture only were a diph- 
theroid, a micrococcus, a cold-growing bacillus not identical 
with BP! and BP2, a haemolytic streptococcus (not belong- 
ing to groups A, B, C, D, or G), and a non-haemolytic strep- 
tococcus 

In the light of these results the following method is recom- 
mended for the examination of blood when infection is sus- 
pected 


Method of Examination of Blood for Infection after Transfusion 

After transfusion the used bottles should be capped and 
returned to the laboratory refrigerator, where they should 
be kept for at least 24 hours in case investigation is required. 
When infection is suspected the dregs from the bottles should 
be cultured even if they have inadvertently remained ex- 
posed at room temperature for many hours, because there is 
a good chance that if the blood was not originally infected 
it will still be sterile or very lightly contaminated. 
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The procedure is as follows. Mix the blood well and 
examine a Gram-stained film for bacteria. Inoculate three 
blood-agar plates with six separate loopfuls each of the 
blood and incubate one at 37° C. for two days, one at 
room temperature (20-25° C.) for one week, and the third 
at 4° C. for at least as long as the blood had been stored 
in the refrigerator. (This method of seeding gives a rough 
estimate of the number of bacteria in the blood. One or 
two colonies resulting from: one loopful might occur by 
chance, but when each of six loopfuls yields a small number 
of colonies the blood must be moderately heavily con- 
taminated.) 

Inoculate three tubes, containing at least 2 ml. of peptone 
water or nutrient broth, with five drops each of blood. In- 
cubate one at 37° C., one in the dark at room temperature 
for a week, and the third at 4° C. for at least as long as 
the blood had been stored in the refrigerator before the 
transfusion was given. Return the remainder of the blood 
to the refrigerator, 

Examine the liquid cultures daily, and when growth ap- 
pears subculture to blood agar and incubate at the appro- 
priate temperature. If after a week there is no evidence of 
growth, subculture the liquid cultures to blood agar before 
discarding them and treat the subcultures as already de- 
scribed for the original plate cultures. When growth occurs 
in only one of the liquid cultures, transfer the others to 
the favourable temperature to see if they are also infected 
with the same organism before they are discarded. If no 
further growth is obtained, make further cultures from the 
blood which has been kept in the refrigerator, because 
growth in a single liquid culture may be due to laboratory 
contamination. 

This method is delicate enough to recognize contamina- 
tion of the order of 5,000 viable organisms per full bottle. 
When a cold-growing organism is found in profusion—that 
is, growth on the original blood-agar culture—and damage 
to the patient can be attributed to no other cause, it should 
be considered guilty until it can be proved harmless, even if 
the blood has remained in an uncapped bottle in the ward 
for 12 hours, because nothing short of injecting a culture 
into the blood after the transfusion could produce such a 
heavy growth of this kind of organism in so short a time. 

When routine cultures are made of unopened bottles to 
check aseptic technique during collection it is reasonable to 
cultivate larger volumes of blood. Since bacteria which, 
contaminate blood are also apt to contaminate cultures in 
the laboratory, too much weight should not be attached to 
growth from single liquid cultures. Laboratory technique 
can be controlled either by making all cultures from the 
same bottle in triplicate and disregarding less than a two- 
thirds positive result, or bottles of sterilized nutrient medium 
can be sampled on every occasion in parallel with the bottles 
of blood and the infection rate assessed statistically from 
a large number of cultures. 


d Discussion 

Although some samples of fresh blood incubated for two 
hours immediately after donation can kill small numbers 
of contaminating organisms, routine incubator treatment 
cannot be recommended without further extensive investiga- 
tion. If it were shown that cold-growing bacilli similar to 
BP! were the most likely contaminants during collection 
and no means could be found to exclude them, routine in- 
cubation for a short period would be worth while, because 
some contaminated bottles would be sterilized and the lives 
of patients receiving this blood would not be endangered. 
Most contaminants, however, may be resistant to killing by 
blood, and if it is collected by the closed method recom- 
mended contamination by cold-growers would probably be 
exceedingly rare, In these circumstances the benefits of 
incubation might be outweighed by slight damage to the 
red cells in the numerous uncontaminated samples. In prac- 
tice, incubator treatment would not be easy to carry out, 
because some means of automatic refrigeration after two 
hours would be required. 
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It has been shown that in practice the transport of blood 
in non-refrigerator vehicles between donor session and centre 
was satisfactory, in that over a period of seven years about 
500,000 bottles have been so collected with only one fatality 
due to infection that was caused by an organism which 
grows in blood at 4° C. Blood contaminated with cold- 
growers which caused the other seven deaths reported in 
England and Wales during the last ten years was collected 
by services which employ refrigerator transport between 
donor session and centre. 

In spite of experimental evidence that some samples of 
blood contaminated with these organisms will yield growth 
slightly earlier during storage if not immediately refriger- 
ated, the remoteness of this hazard in practice explains the 
good results obtained with non-refrigerator vehicles, 

Provided that blood can be refrigerated within eight hours 
of collection there would appear to be no evidence that re- 
frigeration at the collecting session or during transport is 
essential in temperate climates. Experimental incubation 
of blood for two hours immediately after collection suggests 
that in the tropics it will come to no harm if left for at 
least two hours unrefrigerated. 

It seems that one reason why accidents from infected 
blood are not more common may be that blood for trans- 
fusion is a poor culture medium. 


Summary 


The problem of contamination of blood for trans- 
fusion was investigated, particularly with regard to the 
effect of temperature after collection on contaminating 
organisms. 

Bacteria which grow at 37° C. and two strains isolated 
from infected blood which grow at 4° C. were inoculated 
into samples of freshly drawn blood in an attempt to 
reproduce the actual mode of infection during donation. 

It was demonstrated that, although experimentally 
there are slight advantages in refrigerating blood within 
30 minutes of collection, in practice refrigeration in tem- 
perate climates is not essential until at least eight hours 
after collection. 

Some samples of blood held at 37° C. for two hours 
immediately after donation killed small numbers of con- 
taminating bacteria ; none of the strains tested multi- 
plied in blood during this time. 

Prevention of contamination by cold-growing bacteria 
is discussed and a method is recommended for the exami- 
nation of blood suspected of infection. 

We wish to thank first the blood donors who volunteered for 
these experiments, without whom the work could not have been 
done. Acknowledgments are due to Professor Wilson Smith for 
his encouragement and advice, to Dr. P. L. Mollison for the 
estimation of red-cell survival, to the staff of the North London 


Blood Transfusion Centre, particularly Dr. P. B. Booth and Dr 
G. Plaut, and to Mr. T. D. Whittet for the pathogenicity and 


pyrogen tests in rabbits. 

ApDENDUM.—Since this paper was completed, results of 
experiments on the survival and growth of bacteria in bank 
bleod incubated at 37° C. for short periods before refrigera- 
tion have been published by Geller, P., Chandler, L., and 
Jawetz, E.. J. Lab. clin. Med., 1957, 49, 573. So far as the 
results can be compared, they are in agreement. 
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SPLENECTOMY IN ACQUIRED 
GENERALIZED MYELOSCLEROSIS 


BY 


N. K. SHINTON, M.B., M.R.C.P. 
Senior Registrar in Clinical Pathology, Queen Elizabeth 
Hospital Birmingham 


Acquired generalized myelosclerosis with associated 
myeloid metaplasia is an uncommon but well-recognized 
disorder which has been described under a variety of 
names, including osteosclerotic anaemia, myelophthisic 
anaemia, megakaryocytic myelosis, and agnogenic mye- 
loid metaplasia. It is regarded as distinct from the 
hereditary osteopetrosis or marble bone disease of 
Albers-Schénberg, which occurs in childhood and young 
adults. Acquired myelosclerosis is not familial, and is 
seen in patients of both sexes more commonly after the 
age of 40. The clinical features are an insidious progres- 
sive anaemia, usually of leuco-erythroblastic type, and 
gross splenomegaly. The anaemia may later show a 
haemolytic component or may be associated with neutro- 
penia or thrombocytopenia. Radiographs of the bones 
sometimes show mottled rarefaction or irregular con- 
densations in the cortical portions and splintering or 
elevations of the periosteum (Rosenthal and Erf, 1943). 
The prognosis is poor, death occurring usually within 
five years from cardiac failure, intercurrent infection, or 
haemorrhage. At necropsy there is replacement of the 
bone marrow by fibrous or osseous tissue and extra- 
medullary haemopoiesis, myeloid metaplasia occurring 
in the spleen, in the liver, and sometimes in the kidneys 
and lymph nodes. 
Aetiology 

The cause of the condition remains uncertain, but in a 
few cases it has been reported in association with carcinoma- 
tous deposits in the marrow, myeloma, Hodgkin's disease, 
and diffuse tuberculous infection. Wyatt and Sommers 
(1950) reviewed a group in which they suggested that the 
changes were a result of intoxication by various organic 
chemicals. Donhauser (1908) was the first to regard the 
myeloid metaplasia as a compensatory extramedullary 
haemopoiesis and the spleen as the most important source 
of red cells, granulocytes, and platelets. If this is a correct 
hypothesis, splenectomy would be clearly contraindicated 
(Scott, 1949 ; Wintrobe, 1951; Learmonth, 1951 ; Chatterjea, 


Meza Arrau, and Dameshek, 1952; Hickling, 1953). 
An alternative hypothesis supported by Vaughan and 
Harrison (1939), Dameshek (1951), Hutt, Pinniger, and 


Wetherley-Mein (1953), and Richardson and Pinniger (1953) 
regards the myelosclerosis and the myeloid metaplasia as 
part of a proliferative disorder of mesenchymal tissue, in 
response to an as yet unknown stimulus. As the mesen- 
chymal cell is multipotential and may differentiate into a 
fibroblast, erythroblast, myeloblast, or megakaryoblast, the 
clinical and haematological pattern depends upon the pre- 
dominant cell group and the stage of development involved. 
Myelosclerosis has been described in association with poly- 
cythaemia vera in a number of cases reviewed by Beattie 
and Withey (1953), since when further reports have been 
added by Robson (1953) and Korst, Clatanoff, and Schilling 
(1956). Cases of myeloid leukaemia with myelosclerosis 
have been reported by Hutt er al. (1953) and Richardson 
and Pinniger (1953). 

Richardson and Pinniger (1953), Croft (1956), and Asher 
(personal communication) describe cases where the features 
of myelosclerosis, polycythaemia vera, and leukaemia have 
occurred in the same patient at different times, as has also 
megaloblastic anaemia in the case described by Croft (1956). 
According to this myeloproliferative theory, the myeloid 
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metaplasia in the spleen is not a compensatory mechanism, 
and in fact splenic hyperactivity may contribute to the 
pancytopenia, neutropenia, thrombocytopenia, and haemo- 
lytic anaemia which may develop in this condition. Splenec- 
tomy, by this hypothesis, is not contraindicated, and has now 
been reported in at least 23 histologically proved cases of 
acquired generalized myelosclerosis (Hirschfeld, 1914; 
Mettier and Rusk, 1937 ; Waitz and Warter, 1938 ; Carpen- 
ter and Flory, 1941; Reich and Rumsey, 1942; Dustin, 
1947; Engell, 1947; Heller, Lewisohn, and Palin, 1947; 
Edwards, 1951, 1955; Andersen and Sorensen, 1952; 
Franks and Richardson, 1952, and personal communication ; 
Green, Conley, Ashburn, and Peters, 1953; Merskey and 
Budz-Olsen, 1953 ; Nelson, 1954; Asher, 1955, and personal 
communication ; Croft, 1956; Linman and Bethell, 1957). 
Against this back - 
ground four fur- 
ther cases of 
acquired myelo- 
sclerosis are re- 
ported in which 
splenectomy was 
performed. 


Case 1 

A 59-year-old 
man was admitted 
to hospital in 
March, 1951, with 
dyspnoea and 
hepato - spleno - 
megaly. Haemato- 
logical examination 
showed a normo- 
cytic normo- 
chromic anaemia 
with erythroblast- 
aemia, neutropenia, and thrombocytopenia cells, 
3,260,000 per c.mm.; Hb, 8.5 g. per 100 mi.; M.C.V., 
83 cubic microns; M.C.H.C., 30% ; reticulocytes, 2.6% 
normoblasts, 500 per c.mm.; white cells, 1,850 per c.mm. 
(700 neutrophil polymorphs, 15 eosinophils, 15 basophils, 


Fic. 1.—-Rib marrow from Case | show- 
ing fibrosis (reticulin). (x 230.) 
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250 myelocytes, 700 lymphocytes, and 170 monocytes) ; 
platelets, 73,000 per c.mm.). Radiographs revealed no 
bone changes. On sternal puncture no marrow was 
obtained, but on histological examination a rib biopsy 
showed osseous trabeculae in the medullary cavity, between 
which were numerous collagen and reticulin fibres (Fig. 1); 
cells of the erythroid and myeloid series and megakaryo- 
cytes were present in normal or possibly increased numbers. 
The patient was treated by blood transfusions, but after 12 
months these failed to maintain his haemoglobin above 7 g. 
per 100 ml. (Fig. 2). During this time his serum bilirubin 
was always less than 0.5 mg. per 100 ml., and the direct 
Coombs test was negative. In September, 1952, a course 
of corticotrophin (20-40 mg. a day intravenously) was ad- 
ministered over 22 days (total 680 mg.) without benefit. 

In view of the persistent pancytopenia and failure of 
repeated blood transfusions it was decided in October, 1952, 
to perform a splenectomy. At operation the spleen was 
found to be grossly enlarged, weighing 2.000 g., and on 
histological examination showed foci of erythroid and mye- 
loid haemopoiesis but very few megakaryocytes ; macro- 
phages in the pulp contained a moderate amount of haemo- 
siderin. A rib biopsy taken at the operation showed 
changes similar to those seen 18 months before. After 
splenectomy there was a marked erythroblastaemia, a 
rapid rise of platelets to 200,000 per c.mm. and of neutro- 
phil polymorphs to 3,300 per c.mm. ; the haemoglobin level 
became stationary around 10 g. per 100 ml. Two months 
later the patient returned to work, continuing until May, 
1953, when he developed haemorrhagic pericarditis, the 
cause of which was never satisfactorily explained. In view 
of the fall in haemoglobin at this time a further transfusion 
was given. 

He remained well until April, 1954, when he developed 
epigastric pain followed by recurrent haematemesis. A 
barium study showed the presence of a duodenal ulcer. This 
did not respond to medical treatment, and further severe 
haematemeses necessitated partial gastrectomy in October, 
1954. Shortly after the operation he developed cardiac 
failure and died. 

Necropsy (Dr. J. G. Jackson).-Both lungs showed pul- 
monary oedema, and the heart (375 g.) had a pale friable 

myocardium with inter- 
stitial fibrosis, the coro- 
nary arteries and aorta 
showing slight atheroma. 
The liver (2,500 g.) was 


is enlarged, and showed 


Haematemeses erythroid and myeloid 


metaplasia with occa- 
sional megakaryocytes. 
The femora contained 
soft red marrow through- 
Platelets —K, out the length of each 
™~ shaft, but the sternum, 
ribs, and vertebrae 
showed a moderate in- 
crease of laminated bony 
trabeculae in the medul- 
lary cavity with an in- 
crease of collagen and 
reticulin fibres. The bone 
marrow from each site 
showed many foci of 
erythroid and myeloid 
cells, but no increase in 
megakaryocytes. 
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T T Case 2 


A 7l-year-old house- 


wife was admitted to hos- 
pita! in September, 1955, 


T =Blood Transfusion 
F130. 2.—Blood levels in Case 1. 


T 1 with gross splenomegaly 
1954 accompanied by severe 
abdominal pain. Haem- 
atological examination 
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showed : red cells, 4,460,000 per c.mm.; haemoglobin, 
12.3 g. per 100 ml. ; P.C.V., 38% ; M.C.V., 84 cubic microns; 
M.C.H.C., 35% ; reticulocytes, 8.6% : white cells. 32,000 per 
c.mm. (21,000 neutrophil polymorphs, 7,800 myelocytes, 
2,300 lymphocytes, and 350 monocytes) ; platelets, 157,000 
per c.mm. Puncture of the sternum and iliac crest was 
easily carried out, but no true marrow was obtained, a 
finding very suggestive of myelosclerosis. 

In view of the patient's persistent pain and of her extreme 
difficulty in walking due to the abdominal swelling, it was 
decided to perform a splenectomy. The spleen was grossly 


enlarged, weighing 5,440 g. Histological examination showed 
the pulp to contain large numbers of erythroid and myeloid 
cells and megakaryocytes (Fig. 3). 


The evening following 
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Fic, 3.—Spleen from Case ? showing erythroid and 
560.) 


metaplasia with megakaryocytes. (H.E. 


operation the patient became hypotensive, and an emergency 
laparotomy revealed bleeding from the small vessels under 
the diaphragm which could not be controlled. She died of 
peripheral circulatory failure 48 hours after splenectomy. 

Necropsy.—There was a large blood clot beneath the left 
diaphragm but no other evidence of haemorrhage through- 
out the body. The liver (2.770 g.) was enlarged, showing 
scattered white nodules of erythroid and myeloid cells with- 
in the hepatic lobules 
and along the portal 
tracts. The ribs, ster- 
num, and femora showed 
a general increase of 
laminated bony trabecu- 
lae and a patchy increase 
of collagen and reticulin 
fibres associated with foci 
of erythroid and myeloid 
cells, but without increase 
in megakaryocytes. 
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Case 3 

A 58-year-old man was 
admitted in January, 1956, 
with a three-months his- 
tory of pallor and dys- 
pnoea on exertion. No 
abnormal physical signs 
were detected. His blood 
values were: red cells, 
2,030,000 per cmm.; 
haemoglobin, 5.3 g. per 
100 mi; 79 
cubic microns; M.C.H.C., 
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direct Coombs test negative ; and serum bilirubin less than 
0.5 mg. per 100 ml. Radiographs of the long bones showed 
no abnormality. Bone-marrow puncture at different sites 
on three separate occasions was carried out with difficulty 
and poor specimens of hypocellular marrow were obtained. 
A provisional diagnosis of myelosclerosis was made and the 
patient given monthly blood transfusions. 

Over the next three months the spleen became palpable 
and gradually increased in size ; myelocytes began to appear 
in the peripheral blood; urinary and faecal urobilinogen 
was raised, but the serum bilirubin was never above 0.6 mg. 
per 100 ml. By August blood transfusions failed to raise 
the haemoglobin above 6 g. per 100 ml. (Fig. 4), and it was 
therefore decided to perform a splenectomy. The spleen 
was enlarged, weighing 1,350 g., and showed marked hyper- 
plasia of the sinusoids, the pulp containing large numbers 
of macrophages laden with haemosiderin. A very small 
number of erythroid and myeloid ceils with a few mega- 
karyocytes were present. A rib biopsy at the time of opera- 
tion showed the marrow to be almost completely replaced by 
fibrous and osseous tissue; a few foci of erythroid and 
myeloid cells were present and megakaryocytes were in- 
creased. 

The post-operative course was uneventful, but the haemo- 
globin level gradually fell during the next few weeks, be- 
coming stationary around 7 g. per 100 ml. three months later 
when the patient again had some dyspnoea on exertion. 
Over the past year he has required blood transfusions on 
two occasions only, when the haemoglobin fell below 6 g. 
per 100 ml. 


Case 4 


A 62-year-old housewife was admitted to hospital in July, 
1954, with gross splenomegaly and moderate hepatomegaly. 
The blood values were; red cells, 4,930,000 per c.mm. ; 
haemoglobin, 11.1 g. per 100 ml. ; M.C.V., 86 cubic microns ; 
M.C.H.C., 26% ; white cells, 17,900 per c.mm. (13,200 neu- 
trophil polymorphs, 800 eosinophils, 400 basophils, 100 
myelocytes, 900 metamyelocytes, 2,300 lymphocytes, and 200 
monocytes) ; occasional myeloblasts and normoblasts were 
seen. Occult blood was present in the stools and a subse- 
quent barium study showed a diaphragmatic hiatus hernia. 
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Radiographs of the chest and long bones showed no ab- 
normality. On sternal puncture hypocellular marrow was 
obtained and a provisional diagnosis of myelosclerosis was 
made. No specific treatment, apart from ferrous sulphate. 
6 gr. three times a day, for her anaemia, was considered 
advisable at this stage 

Twelve months later a count showed : red cells, 6,090,000 
per c.mm.; haemoglobin, 17.6 g. per 100 ml.; white cells. 
30,000 per c.mm. The spleen continued to enlarge with 
increasing abdominal discomfort, and two years after the 
first admission, in view of her distressing incapacity due 
to the splenomegaly, it was decided to attempt splenectomy 
Immediately prior to the operation the clotting-time, pro 
thrombin activity, and bleeding-time were normal. The 
spleen showed marked perisplenitis and weighed 7,650 2 
The splenic vein and those in the splenic ligaments and 
retroperitoneal tissues were grossly dilated. A liver and 
tibial bone biopsy were made at the operation. Subsequent 
histological examination showed a marked erythroid and 
myeloid metaplasia of both spleen and liver with numerous 
megakaryocytes in both organs. The bone marrow showed 
evidence of myelosclerosis, particularly when stained for 
reticulin. Twelve hours after the operation the patient 
developed peripheral circulatory failure due to internal hae 
morrhage, probably from the splenic bed. The following 
day she died. but permission for a necropsy was not given 


Discussion 


In none of the above cases was there any evidence of a 
specific aetiology. There was no history of exposure to 
toxic agents or any evidence of association with a neoplasm 
or tuberculosis, The concept of a compensatory extra- 
medullary haemopoiesis is difficult to accept in view of the 
improved blood values following splenectomy in Case 1 
and the fact that the splenic enlargement in Case 3 was not 
due to myeloid metaplasia but to a hyperplasia of the sinu- 
soids. The myeloproliferative theory receives support in all 
four cases, 

In Case 1 the bone marrow showed increased cellularity 
of haemopoietic and fibrous tissue on all occasions exam- 
ined over a period of three and a half years, and at necropsy 
the mvelosclerosis was associated with a general marrow 
hyperplasia, a finding which could, on the other hand, be 
explained as an effect of the long-standing stimulus of 
chronic anaemia. The pancytopenia in this case, which 
greatly improved after splenectomy, was presumably the 
result of splenic hyperplasia leading to an inhibitory effect 
on the release of cells from the bone marrow or a diminu- 
tion of their life span, The bone marrow of Case 2 showed 
focal areas of fibrosis with associated proliferation of ery- 
throid and myeloid cells. In Case 3 the medullary cavity 
of the rib examined had been almost completely replaced 
by fibrous tissue ; however, the spleen was considerably en- 
larged without much myeloid metaplasia ; and, without post- 
ulating a primary splenic hyperactivity, it is difficult to 
explain the increased rate of red-cell destruction, in view 
of a normal red-cell fragility and a negative direct Coombs 
test. In Case 4 the myelosclerosis was for a time asso- 
ciated with polycythaemia vera. 

In Cases 1 and 3 the anaemia would appear to have had a 
haemolytic component, although no rise in the serum bili- 
rubin was detected. Repeated blood transfusions failed to 
correct the anaemia, probably owing to the increased rate 
of destruction of red cells by the spleen. Following splenec- 
tomy, however, blood transfusions were required much less 
frequently in Case 3 and in Case 1 only when the patient 
developed haemorrhagic pericarditis and later haematemesis. 
A course of 680 mg. of corticotrophin in Case 1 produced no 
haematological improvement. In Case 3 the absence of 
leucocytosis or rise in platelets following splenectomy and 
the subsequent gradual fall in haemoglobin suggest a 
marked diminution of functional bone marrow and indicated 
a poor prognosis. 

Of the 23 previously reported cases of splenectomy in 
acquired generalized myelosclerosis, 18 showed some benefit 
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following the operation, although four patients relapsed 

within a year and six died from other causes after one to 
20 vears. In 13 cases the indication for operation was 
relief of abdominal symptoms caused by the splenomegaly. 
some having an associated chronic anaemia and being diag- 
nosed as Banti’s syndrome. With the exception of one case 
in which the patient died from peripheral circulatory failure 
within three hours of the operation, all these cases received 
some symptomatic relief following the operation, Of 12 
cases with chronic anaemia, with or without abdominal 
symptoms, only five improved, whereas all three regarded 
as having an overt haemolytic component showed benefit 
for up to two and a half years. Three of the four cases 
operated on for relief of pancytopenia had a good initial 
response, but two relapsed within three years. One patient 
with chronic anaemia which showed no haematological im- 
provement lived for a further five years with frequent blood 
transfusions. Death following operation occurred only in 
the case of Hirschfeld (1914), but the largest spleen removed 
weighed 4,000 g.. whereas in Cases 2? and 4, reported above. 
where death was due to post-operative haemorrhage, the 
weight of the spleen was respectively 5,440 and 7,600 g. 
Such large spleens have numerous diaphragmatic adhesions. 
leading to increased risk of reactionary haemorrhage from 
small vessels. In neither case was there evidence of a 
coagulation defect. 

Neither in Cases 1 and 3 nor in any of those previously 
reported has there been evidence that splenectomy has 
altered the bone-marrow pathology or the natural history of 
the disease. However, there is no evidence, either in the 
present cases or in those reviewed, that. apart from the 
danger of immediate post-operative complications, the loss 
of the spleen per se is harmful. No form of curative therapy 
is known, Blood transfusion gives temporary relief of the 
anaemia, but haematinics, corticotrophin, cortisone, and 
testosterone have produced no marked beneficial effects. The 
removal of a grossly enlarged spleen carries with it the risk 
of uncontrollable reactionary haemorrhage and is therefore 
rarely justified for the relief of abdominal symptoms. The 
treatment of choice in these patients is probably irradiation 
of the spleen, as recommended by Hickling (1953). If 
pancytopenia, neutropenia, thrombocytopenia, or haemolytic 
anaemia develops, then splenectomy is indicated as a 
possible life-saving measure. 


Summary 


Four cases of acquired generalized myelosclerosis 
treated by splenectomy are reported ; two of the patients 
died within 48 hours of operation from reactionary 
haemorrhage and two obtained some benefit from the 
operation. 

Support is given to the hypothesis that acquired 
generalized myelosclerosis is part of a myeloproliferative 
disorder. 

The literature is reviewed and the indications for 
splenectomy are discussed. 


I thank the members of the consultant staff of the United 
Birmingham Hospitals for permission to publish details of 
patients under their care. 
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THE PROBLEM OF RECURRING 
CYSTITIS IN WOMEN 


BY 
H. P. WINSBURY-WHITE, F.R.C.S, 


Urologist, Italian Hospital ; Honorary Consulting Surgeon, 

St. Peter's, St. Paul's, and St. Philip's Hospitals for Genito- 

Urinary Diseases ; Honorary Consultant Urologist, Queen 
Elizabeth Hospital for Children, London 


The purpose of this paper is to draw attention to the 
fact that in many cases of cystitis the infection is of 
ascending rather than of descending origin. Below are 
presented 65 personal consecutive cases, compared i 
certain respects, in a series of charts, with the same 
number of cases of chronic frequency, which were also 
taken consecutively. 


Clinical Types of Cystitis 

Broadly, the following clinical types of cystitis in which 
recovery occurs can be identified: (1) a single attack, which 
clears completely and has no recurrence after many years ; 
(2) one or more attacks of cystitis, followed by frequency 
and other residual symptoms ; (3) several attacks of cystitis, 
with no intermediate frequency ; (4) recurring cystitis after 
intercourse ; (5) honeymoon cystitis ; and (6) cystitis associa- 
ted with pyelitis of pregnancy. Chronic increased frequency 
of micturition is a feature that is common to most recurrent 
cases. 

In 1956 I published the results of an investigation of 274 
consecutive persona! cases of chronic frequency of micturi- 
tion which occurred in my practice. The inquiry embraced 
all ages and both sexes. In many there had been incidents 
of cystitis. If we examine the features of the frequency 
in the cases of cystitis and simple chronic frequency we 
find certain similar characteristics in both, as already set 
out (Winsbury-White, 1956). 

In the past there have been two practical obstacles to the 
recognition of the posterior urethra as a common site of 
chronic infection: (1) the presence of a clear and sterile 
urine, in spite of persisting disturbances of micturition ; and 
(2) the conventional disregard of the possibility that the 
posterior urethra could harbour a cause of chronic 
symptoms. It is only by a routine examination of the 
urethra in all cases of disturbances of micturition that a 
proper consideration cat. be given to this potential source 
of recurring symptoms. Some surgeons are practised in 
urethroscopy and others are not; therefore the medical 
attendant may or may not get a full report on the condition 
of the lower urinary tract. 


Urethroscopy 
I have the impression that many surgeons employ urethro- 
scopy from time to time without seeing anything very con- 
vincing. With the inexperienced, especially, this is likely 


to result in a second urethroscopy being carried out several 
weeks later, the first instrumentation having caused the more 
flimsy inflammatory vegetations to disappear completely. 
Thus the observer begins to doubt whether he really did 
see anything positive on the first occasion. 

I cannot emphasize too strongly the need to use the best 
type of instrument. My personal experience is that this 
is the Geiringer pattern—in common use to-day, in slightly 
modified form, as the Swift Joly—-which gives direct vision 
through a circular orifice at the distal end. I find that the 
oblique opening of the panendoscope pattern gives an 
important difference in magnification, according to whether 
the mucosa at the near or distal part of the oblique opening 
is being inspected. This requires regular rotatory movements 
of the instrument in order to see clearly the small inflamma- 
tory lesions that are sometimes present. Neglect to carry 
out these movements can give an incomplete impression of 
what one is seeing. I have had no success with other types 
of urethroscope in identifying inflammatory processes. 

For more than 25 years it has been my regular practice 
to urethroscope all women, children, and young men with 
disturbances of micturition. This has given me an experi- 
ence of several thousand urethroscopies in women, 

I have already described the differences in inflammatory 
changes to be observed urethroscopically in cases of 
frequency (Winsbury-White. 1956); the same groups exist 
in cases of cystitis, and these are referred to under the 
various decades of life to show how they broadly follow 
the same patterns both in urethral conditions and in clinical 
types. 

We have only to remind ourselves of the difficulty of com- 
pletely eradicating infection from the prostate to be aware 
that the same kind of gland structure in the female urethra 
probably provides us with the same kind of problem; so 
that it is not surprising that polypi and lesser signs of 
chronic inflammation are often to be seen in the posterior 
urethra of women. It is the regular experience of us all 
that chronic inflammatory changes are encountered on 
cystoscopy on the front of the trigone, and sometimes all 
round the interna] urinary meatus, often when inflammation 
is to be found nowhere else in the bladder. When the 
investigation includes urethroscopy, posterior urethral 
inflammatory changes are inevitably found as well. By this 
routine, urethro-trigonitis is established as a frequent and 
somewhat concealed jnfective lesion. The combined bladder 
and ‘urethral lesion is commonly found in young adult 
women. 


Analysis of Cases in Decades 


I find it difficult to discuss cystitis in women without con- 
sidering chronic frequency in female children, because of 
a common urethra! pathology. The cases of frequency in 
children inevitably include some with enuresis. 

It is clear (Fig, 1) that there is a real spate of cases of 
chronic frequency in early childhood, and that these tend 
to tail off as childhood advances. Indeed, all disturbances 
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Fic. 1.—Comparison of frequency with cystitis in females. 
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of micturition, including enuresis, tend to disappear as 
adolescence advances. This clinical fact corresponds with 
the prevalence of non-vegetative forms of urethral inflam- 
mation and the rareness of urethral polypi in female 
children. Of the 29 cases of frequency in females in the 
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first decade (0-10 years) 51% had non-vegetative urethritis 
and 10% had vegetative urethritis, hillocks only—that is, 
no actual polypi. Moreover, it is significant that, of the 
34 children under 16 vears of age with frequency, 79%, had 
enuresis. Occasional cases without frequency or enuresis 
had such symptoms as terminal dysuria, holding the water 
for long periods, and even acute retention. Thus we see 
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Fic. 2.—-Urethral contractions in relation 
to age groups in 65 cases of cystitis in 
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Fic. 3,—Residual urine in relation to age 
groups in 65 cases of cystitis in women 
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Fic. 4.—Vegetative urethritis in relation 
to age groups in 65 cases of cystitis in 
women. 
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Fic. $.—Incidence of hillocks and polyp 
in relation to age groups in 65 cases of 
cystitis in women. 


1956), an increasing incidence of 


that the disappear- 
ance of frequency 
and that of en- 
uresis in ado- 
lescence go hand 
in hand. 

Another simple 
form of inflamma- 
tion that is more 
prevalent in the 
younger than in 
the older children 
with frequency and 
is rarely seen in 
adolescence is vulv- 
itis. This is always 
accompanied by 
non - vegetative 
urethritis. Vulvitis 
was present in 9 of 
the 13 (69%) chil- 
dren under 6 with 
frequency, where- 
as from 6 to 10 
years it was pre- 
sent in only 2 out 
of 16 (12%). In 
these children mild 
degrees of inflam- 
mation varying in 
extent were almost 
without exception 
to be seen with the 
cystoscope in all 
urethral cases, the 
urine usually being 
free from pus and 
organisms. 

Through the third 
decade of life both 
frequency and 
cystitis cases show 
a sharp rise ; from 
then onwards they 
rise and fall 
roughly in parallel 
(Fig. 1). 

A study of ure- 
thral infection as 
the years advance 
now becomes of 
increasing interest. 
If we take the 
separate items of 
urethral disorder 
in the cystitis cases 
in decades from 20 
onwards we find, 
as in the fre- 
quency cases 
(Winsbury - White, 


urethral contractions 


(Fig. 2) and residual urine (Fig. 3) in relation to age. 
In the cystitis cases the incidence of vegetative forms of 
urethral inflammation is seen to be broadly more common 
in older patients (Fig. 4), the polypi being more in evidence 
than the hillocks (Fig. 5), although these often occur 
together in adult cases. . They are both found in the 
posterior urethra; these two types of vegetations were 
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described long ago (Winsbury-White, 1948). The urethral 
caruncle which arises in the anterior urethra is much less 
in evidence 

The non-vegetative forms of urethral inflammation in 
the older patients are usually apparent as fibrotic changes 

producing rigidity of the internal urinary meatus and a 
raised and irregular posterior margin of this structure— 
or as the urethral contractions already referred to. A rare 
type shows pus oozing from numerous points in the urethral 
wall. 

In 1956 1 pointed out that 88°, of 274 cases showed 
inflammatory urethral involvement. In the present 65 cases 
of cystitis there was an even greater incidence (94%); this 
is not surprising if we are to regard these cases as broadly 
representing a further stage of the same disease. 

In considering the data I have presented it is difficult to 
believe that cystitis and frequency do not represent varying 
clinical states of the same pathological condition. Particu- 
larly is this conclusion justified when we see how, in a 
clinical sense, the two groups merge into each other. 

Cervix Uteri.—The importance of a pathological condi- 
tion of the cervix here should never be overlooked. 
Clinically, it is impossible to clear up the bladder neck if a 
cervical erosion is neglected. The experimental work which 
I carried out many years ago (Winsbury-White, 1933) 
emphasizes this point. An intact hymen must never be 
regarded as an assurance of a non-eroded cervix. Of my 
65 patients aged 21-60, 7% had cervical erosion which 
needed attention. As urethral fulguration is often necessary 
in the same case, the urologist must be ready to deal with 
the cervix at the same time. 


Gland Structures in the Posterior Urethra 


According to Nelson ef al. (1957), it appears that 
centuries before microscopy was available disease of the 
bladder neck in females causing obstruction was pro- 
claimed by Ambroise Paré (1575) and De Groot (1672) 
Microscopical aid in due course brought pronouncements 
from Virchow (1853), Von Brunn (1883), Tourneau (1881), 
and Albarran (1909) pointing to the theory that glandular 
hyperplasia, in some respects resembling prostatic hyper- 
trophy, caused obstruction at the bladder neck in women. 
A particular point to be emphasized in relation to prostatic 
obstruction is the common incidence of inflammatory 
changes found in the removed prostate even when hyper: 
trophy is the dominating feature (Franks, personal com- 
munication) The common incidence of inflammatory 
phenomena in the posterior urethra of women, as seen with 
the urethroscope, points to the same tendency in the 
female--namely, that the glandular tissue there encourages 
inflammation. 

Felix (1912) stated that in the female urethra the glandu- 
lar ducts may atrophy and disappear, or may be present. 
Other writers have described the glandular tissue in the 
urethra adjacent to the internal urinary meatus. Folsom 
and O'Brien (1945) reproduced a photomicrograph of 
glands in this situation in the female foetus, Huffman 
(1948) presented wax models of the gland ducts of the 
female urethra which show these structures in close 
proximity to the internal meatus on both the anterior and 
the posterior aspect of the channel. Folsom and O’Brien 
agree with me that it is in the posterior urethra, and not 
the anterior, where vegetative phenomena are common. 
Fig. 6 shows the gland structure in the tissue of a bladder 
neck, including the adjacent part of the posterior urethra, 
which I excised for a woman aged 58. 

Even in female children with chronic disturbances of 
micturition, including enuresis, and involving persisting 
small amounts of residual urine, the excised bladder neck 
shows abundant evidence of chronic inflammation. I call 
to mind two such children, each with enuresis and frequency, 
with amounts of residual urine varying from 1 to 3 oz. (28 
to 85 ml.); one aged 7 years was cured 18 months ago, and 
the other, aged 13, is a more recent case : both after supra- 
pubic bladder-neck excision. 
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In noting that vegetative urethritis occurs in the posterior 
and not in the anterior urethra one recalls that this is what 
happens in the male in relation to urethritis generally. 

In searching for aetiological factors, it is to be noted 
that posterior urethritis in the male either is accompanied 
by a non-vegetative anterior urethritis or there is evidence 
that inflammation has occurred in the anterior urethra in 
the past. In the female, signs of non-vegetative anterior 
urethritis always accompany the posterior urethral changes 
mentioned. Also there is the fact that, in the first five 
years of life, simple vulvitis is a very frequent incident 
in connexion with urethritis These two separate pieces of 


evidence suggest that the posterior inflammation is secondary 
to an anterior one. 
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Fic. 6.—Section of bladder neck excised transvesically from a 
woman aged 58, showing a vertical cleft or pit, with a gland space 
on the left and a focal aggregation of chronic inflammatory cells 
on the right. There is some irregular hyperplasia of the surface 
epithelium. (H. and E. 115.) 


General Survey of Cystoscopic Appearances in Cystitis 


As chronic frequency is so commonly due to chronic 
inflammation in the lower urinary tract, in a general way, 
and as my purpose is to discuss inflammation in the 
bladder, these matters may wisely be considered together. 
Because it is unusual to carry out cystoscopy during an 
attack of acute cystitis, the appearances described below do 
not include this condition. 

Speaking generally of the cases of chronic frequency, it 
can be said that cystoscopic evidence of cystitis is more 
common in the younger than in the older children. This is 
so in the first five years compared with the second five 
years. In adolescence, which embraces the period of rela- 
tive inactivity of disturbances of micturition, of whatever 
origin, the signs of inflammation are nearly always confined 
to the posterior urethra. In the third decade, and before 
its commencement, a new era of micturitional disturbances 
unfolds. Sexual activity and reproduction cannot be ex- 
cluded as dominating influences. A sudden onset of fre- 
quency, or an attack of cystitis which clears completely or 
resolves into chronic frequency, is a familiar event. It is 
in this period that urethro-trigonitis begins to be commonly 
seen, and continues in the later decades—sometimes with 
the general bladder cavity quite free of inflammatory 
changes, and sometimes with different degrees of inflamma- 
tion in various parts of the bladder, particularly the base. 

Unfortunately there is a widespread belief that in the 
absence of residual urine in the bladder the lower urinary 
tract can be absolved from causing symptoms in the upper 


urinary tract, and this idea is often a sufficient reason for 
not making a complete investigation of the lower urinary 
tract. In certain cases of cystitis the infection seems to begin 
in the kidneys, and in a definite small proportion of cases 
full investigation shows that the primary cause of the 
bladder symptoms certainly lies in the kidneys, It is im- 
portant to realize, however, that the renal symptoms of 
bladder-neck origin may completely overshadow vesical 
symptoms ; thus treatment can be wrongly directed. Also 
minor renal symptoms, particularly in the nature of a re- 
curring aching pain, can be made to disappear by finding 
and treating a posterior urethral lesion. I have often 
wondered whether the successes claimed for dilating stric- 
tures of the ureters were not due, at least in part, to the 
urethral dilatation which inevitably occurred at the same 
time. On the other hand, it cannot be expected that a 
prolonged renal attack from a long-continued urethral lesion 
will not produce permanent changes in the kidneys. 

To put it in another way, when trying to. influence renal 
symptoms by treatment of a bladder-neck urethral lesion 
it must not be forgotten that this may become all the more 
difficult to do according to the degree of change that has 
already taken place in the kidneys. 

Intravenous urography, as most of us are aware, can 
give detailed information not only about striking renal 
changes but about minor ones as well when a series of 
films from an individual case are studied. 


Treatment 


The follow-up work done by Garrod ef al, (1954) has 
shown that there has been too ready a tendency to claim 
a cure from internal antiseptics and antibiotics. For these 
workers have demonstrated that the more time that is 
allowed to pass before tests for relapse of infection are 
made the fewer are the cases found free of infection. 
Moreover, the fact that they proved that a clinical type 
that recurs is one that has a past history of urinary infec- 
tion points to the likelihood of a latent urinary infective 
focus. 

All persisting polypi of hillocks must be fulgurated. 
Urethroscopy must be carried out later if symptoms con- 
tinue or return. Cases which react badly to treatment must 
be carefully tested for residual urine. Those with several 
ounces of residual urine require bladder-neck resection. 
Some cases without residual urine react badly to treatment, 
especially those that take sedatives regularly. Gentleness is 
the watchword for treatment of all cases. 

The improvement which often follows the first examina- 
tion draws attention to the benefit from simple urethral 
dilatation. This benefit is most likely due to the improved 
drainage which results from the dilating effect on glandular 
and adventitious orifices in the urethra. Doing this too 
often, and using coarsely graded dilators—all uterine dila- 
tors—are common faults in technique. Wyndham Powell 
dilators should always be used. 


Uncertain Value of Urine Reports 


I hesitate to put forward figures on urine reports in 
support of claims, because these can vary so much in rela- 
tion to varying circumstances of the examination. But, for 
what they are worth, the single reports on urines taken in 
the 65 cases at the first visit are compared with single reports 
at varying times from 2 to 12 years after one form of instru- 
mental treatment or another had been carried out; these 
show that 66°% of urines were bacteriologically negative 
before treatment, compared with 77% after treatment. 

The inconspicuous feature of the presence of pus cells 
noted in the urine reports is emphasized ; only 7% of these 
merited one plus or more. 

The value of urine reports, bacteriologically, may be sum- 
marized as follows : (1) In a high proportion of cases the 
urine reports are negative, although endoscopic and symp- 
tomatic evidence of an infective urinary tract focus exists. 
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(2) In spite of clinical improvement it is uncertain that 
evidence of complete cures from any form of treatment will 
be found. 

Summary 

The bladder neck, including the posterior urethra, is 
considered in some detail as a potential focus of chronic 
infection in recurring cystitis in women. 

Some practical points in relation to urethroscopy are 
discussed. 

There are common patterns of incidence and patho- 
logy in decades for cases of chronic frequency and 
cystitis. 

The cervix uteri is considered. 

Attention is called to the occurrence of gland struc- 
tures resembling prostatic tissue in the posterior urethra 
of females. 

A general survey of cystoscopic appearances in 
frequency and cystitis is made. 

The efficacy of local treatment is based on the need 
to provide the best possible drainage from the infected 
focus. Residual urine which resists other forms of treat- 
ment sometimes calls for bladder-neck resection. 

The uncertain value of urine reports is discussed. 
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Lymphogranuloma venereum is a venereal disease, 
usually acquired in tropical or subtropical regions, caused 
by a filterable virus which is related morphologically and 
antigenically to the virus of psittacosis. There are even 
more descriptive synonyms for the condition than is 
usual, including lymphopathia venereum, lymphogranu- 
loma inguinale, poradenitis venerea, climatic bubo, and 
Nicolas-Favre disease. It should be distinguished from 
granuloma inguinale (venereum), an infection by the 
Gram-negative pleomorphic organism Donovania gran- 
ulomatis. 

Although some of the classical studies of the disease 
were published in Britain (Stannus, 1933 ; Findlay, 1933 ; 
Hanschell, 1938), the number of cases diagnosed in this 
country is not high; thus new patients seen in special 
treatment centres in the five years 1951 to 1955 inclusive 
and enumerated in the annual reports of the chief 
medical officer of the Ministry of Health total only 363. 

Stannus (1933), who suggested that John Hunter in 
1786 and William Wallace, of Dublin, in 1833 may have 


CYSTITIS IN WOMEN 


BaitisH 
Mepicat IouRNAL 

described cases of the bubonic form of lymphogranu- 
loma venereum, thought that the scarcity of reports of 
infection in Great Britain was due to the lack of recogni- 
tion of the disease by the medical profession. The 
experience of King et al. (1956) supports this view. Frei 
tests were performed on all patients attending the venereal 
diseases clinic of the London Hospital during a 13- 
months period. Active infection with lymphogranuloma 
venereum, as shown by a positive skin test and a com- 
plement-fixation test positive at a serum dilution of 1 in 
32 or more, was found in 23 out of 1,119 patients (2%). 
Almost half of the patients with positive reactions had 
clinical evidence of infection. However, in spite of a 
more widespread appreciation of the clinical features of 
the disease, and in spite of the greater facility with which 
complement-fixation and skin tests for the disease can 
be carried out, there were, until the above-mentioned 
report, fewer than 20 instances in the literature of 
patients who have acquired the infection in this country 
and in whom the diagnosis is indubitable (see Subsidiary 
References). 

Hanschell (1938), who had a considerable experience 
of the disease, reported that in 19 years of observation in 
a London dockside hospital he had seen no cases of 
indigenous infection. The disease is apparently trans- 
mitted in exudates from ulcerated lesions which in the 
male are usually present for only a short time. Males 
constitute the bulk of travellers from the tropical and 
subtropical areas where lymphogranuloma venereum is 
endemic, and the short incubation and infectious phases 
will often be completed during the journey to this 
country. It has been suggested that the infectious phase 
is for practical purposes further curtailed by the fact that 
the man is rendered hors de combat for much of this 
time by the concomitant painful buboes (Stannus, 1933). 
It is probable, therefore, that hitherto infectious cases 
have rarely reached this country and that “ reservoirs ” 
of infection have not developed here. With the increas- 
ing use of air travel and with the influx of immigrants 
from the West Indies, where lymphogranuloma venereum 
is extremely common, this situation may be altered. 

In this paper the cases of two patients who acquired 
lymphogranuloma venereum in this country and who 
presented in the immediate post-primary stage are 
reported, together with details of four other cases which 
also attended this hospital during a recent period of four 
months and which illustrate other syndromes of the 
disease. 

Case 1 

A West Indian negro aged 39 while in his early teens had 
had swellings in the left groin which had discharged and 
healed, leaving some linear scars. He admitted several sex 
contacts before this. Since coming to this country three 
years ago he had been treated on two occasions for acute 
gonorrhoea. Three weeks before admission he had inter- 
course with a coloured West Indian woman whom he met 
casually. About ten days later he developed an itching 
blister on the glans penis. The blister was broken by scratch- 
ing, but healed within a few days, at which time bilateral 
inguinal swellings developed; these increased in size and 
became painful. He came to hospital complaining of the 
painful groin swellings and of headache. 

On admission he had an intermittent fever to 100.6° F. 
(38.1° C.) with a pulse rate of 70-84 a minute. There was 
no neck stiffness. On the dorsum of the glans penis adjacent 
to the corona there was a depigmented area indicating the 
site of the recent lesion, There were tender enlarged glands 
in both groins above and below the inguinal ligaments, with 
oedema and induration of the surrounding subcutaneous 
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tissue and overlying skin. Each swelling was divided by a 
deep skin groove (see Fig.). The changes were more 
obvious on the right side, where the external iliac glands 
were also palpable and slightly tender. A few small glands 
were palpable in both axillae. The scar of a recently healed 
boil was present on the right wrist and there was a small 
discharging pustule in the left suprapubic region. Procto- 
scopy demonstrated mucopus lying on an inflamed rectal 
mucous membrane. The Frei skin test was positive: an 
area of induration 8 mm. in diameter was present at 48 hours. 
A complement- 
fixation test for 
lymphogranu- 
loma venereum was 
positive at a serum 
dilution of 1 in 16, 
the titre falling to 
1 in 8 12 days later. 

Other investiga- 
tions showed: 
haemoglobin, 
106%; white 
blood cells, 5,100 
per c.mm. (neutro- 
phils 80%), E.S.R. 
41 mm. in one 
hour (Westergren); 
total serum pro- 
teins, 7.9 g./100 
mi. (albumin 4.8 
g., globulin 3.1 g.); 
electrophoresis of 
serum proteins 
showed prominent 
alpha-2 and 
gamma-globulin bands ; after two weeks the serum globulin 
had risen to 3.7 g./100 ml. Serum Wassermann and Price 
precipitation feactions were negative, and the chest radio- 
graph was normal. The episode of inguinal suppuration in 
adolescence in this case was thought to be due to a chan- 
croidal bubo ; this suspicion was confirmed by a positive 
dmelcos skin test for infection with Haemophilus ducreyi. 

Forty-eight hours after treatment was started with tetra- 
cycline, 500 mg, every six hours by mouth, some reduction in 
the swelling and tenderness in the groins was apparent. On 
the fourth day of treatment the patient became, and sub- 
sequently remained, afebrile. Tenderness had disappeared 
within six days of starting treatment, and after 14 days 
there remained only slight inguinal-gland enlargement with- 
out apparent periadenitis. The dosage of tetracycline was 
reduced to 250 mg. every six hours after five days and to 
250 mg. every 12 hours after a further eight days ; the anti- 
biotic was stopped on the nineteenth day after a total of 
20 g. had been given. 

Between the times of his extramarital exposure and of 
the appearance of symptoms the patient had had intercourse 
with his wife. Her Frei test and lymphogranuloma venereum 
fixation test were normal three weeks after this coitus. She 
failed to attend subsequently for the tests to be repeated. 


Case 1. Note groove in bubo and 
pigmented area on glans penis. 


Case 2 


A male West Indian negro aged 31 was referred to the 
department of venereal diseases with tender enlarged glands 
in the groin. Two years previously he had been treated for 
acute gonorrhoea. He had suffered from bouts of mild 
central abdominal pain for some years and from a cough 
for about one year. Since his arrival in England some six 
months earlier he had had night sweats. His weight had not 


changed. Eleven days before admission he had felt feverish 
and a tender swelling had appeared in the right groin. He 
became constipated and complained of headache and dysuria. 
Four davs later a swelling developed in the left groin. On 
the day before admission he coughed up some blood-stained 


sputum. 


On examination he had an irregular intermittent fever to 
103° F. (39.4° C.) without comparable tachycardia (pulse 
rate 80-100 a minute). A few glands were palpable in all 
areas, including both epitrochlear regions. Lying below and 
parallel to the right inguinal ligament was a chain of 
enlarged, slightly tender lymph nodes, the most medial of 
which showed periadenitis with adherence to the skin. A 
smaller but similar chain of glands was palpable in the left 
groin, and the right external iliac glands were also enlarged. 
There was a mild urethritis with no gonococci demonstrable 
on examination of the urethral discharge by smear and cul- 
ture. The rectal mucosa was normal on proctoscopy. The 
Frei test was positive, with an area of induration 10 mm. 
in diameter after 48 hours. The complement-fixation test 
for lymphogranuloma venereum was positive at a serum 
dilution of 1 in 32. 

Other investigations showed : haemoglobin, 106% ; white 
blood cells, 6,000 per c.mm. (neutrophils 49%, lymphocytes 
34%, monocytes 9%, eosinophils 8%) ; E.S.R., 15 mm, in one 
hour (Westergren); total serum proteins, 8.4 g./100 ml. 
(albumin 5.8 g., globulin 2.6 g.); electrophoresis of serum 
proteins showed a prominent gamma-globulin band. Dmel- 
cos skin test was positive. Serum Wassermann and Price 
precipitation reactions were negative and the chest radio- 
graph was normal. Tetracycline was given in the same dosage 
pattern as in Case 1. After 72 hours the patient was afebrile 
and had no headache ; the right external iliac glands were 
no longer palpable and the tenderness of the inguinal glands 
had disappeared. Before the patient defaulted nine days 
later, the groin glands were becoming smaller and more 
mobile. 


Case 3 


A coloured West Indian woman aged 32 had for three 
months, since shortly after her arrival in England, been the 
regular consort of the previous patient (Case 2). Her atten- 
dance at hospital for investigation as a contact was therefore 
arranged and she was subsequently admitted. She had given 
birth to a child a year before and since delivery had had 
leucorrhoea. There were no symptoms suggestive of infec- 
tion with lymphogranuloma venereum, but for four months 
she had suffered from a cough. Two weeks before admis- 
sion there had been pain in the right chest and on one 
occasion she had produced blood-streaked sputum. 

On examination she had a fever to 99.6° F. (37.6° C.). 
There were a few palpable but not very large glands in the 
axillae and groins. A small irregular punched-out ulcer was 
present on the inner surface of the right labium minus. 
Proctoscopy revealed a slight purulent proctitis. The Frei 
test was positive, with an area of induration 12 mm. in 
diameter. The complement-fixation test for lymphogranu- 
loma venereum was positive at a serum dilution of 1 in 256, 
Examination of her blood showed: haemoglobin, 96% ; 
white cells, 7,700 per c.mm. (neutrophils 38%, lymphocytes 
34%, monocytes 10%, eosinophils 17%); E.S.R., 28 mm. in 
one hour (Westergren) ; total serum proteins, 8.6 g./100 ml. 
(albumin 4.8 g., globilin 3.8 g.); electrophoresis of serum 
proteins showed a prominent gamma-globulin band. A 
radiograph of the chest showed slight shadowing of doubtful 
significance at the extreme left apex, The sputum was nega- 
tive for tubercle bacilli on smear and contained no ova or 
mites. 

Before investigation or treatment could be completed the 
patient took her own discharge because her consort failed 
to visit her in the ward. She had then received 10 g. of 
tetracycline during five days and the vulval ulcer had almost 
healed. 


Case 4 
For about one week before his admission, while travelling 
from Jamaica, a male negro aged 48 was treated in the ship's 
hospital for central abdominal pain and diarrhoea. A more 
accurate history was unobtainable owing to the patient’s low 
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intelligence. His temperature was 98.4° F. (36.9° C.) and 
his pulse rate 80 a minute. Tenderness and guarding were 
present in the right iliac fossa. On rectal examination there 
was tenderness on the right side of the pelvis. A scar was 
present in the right groin. 

Acute appendicitis was suspected and appendicectomy was 
performed through a McBurney incision. The appendix was 
firm and pale. There was at least 5 oz. (140 ml.) of clear 
straw-coloured fluid in the peritoneal cavity. A Meckel’s 
diverticulum was sought but not found. There were some 
slightly enlarged mesenteric glands. Macroscopic section of 
the appendix showed thickening of the submucosa, and 
microscopically there were the changes of mild chronic 
inflammation. The ascitic fluid contained no acid-fast bacilli 
on smear, and a Léwenstein culture was negative. 

Post-operatively the patient had an irregular intermittent 
fever to 102° F. (38.9° C.), and in view of the indefinite 
changes found at operation further investigations were made : 
haemoglobin, 108%; white blood cells, 4,100 per c.mm. 
(neutrophils 85%); E.S.R., 18 mm. in one hour (Westergren). 
The serum Wassermann and Price precipitation reactions 
were negative. On the sixth post-operative day he com- 
plained of suprapubic pain; albumin and pus cells were 
found in the urine and a course of sulphadimidine (21 g. 
over six days) was given. A mid-stream specimen of urine, 
obtained before this treatment started, was later reported to 
contain no albumin, only a few white blood cells and 
epithelial cells, and to be sterile on culture. He was then 
found to have bilateral moderately enlarged and slightly 
tender inguinal glands with some tenderness over the right 
external iliac glands. On proctoscopy a small piece of muco- 
pus was seen on the anterior rectal wall. A Frei test was 
positive. Complement fixation test for lymphogranuloma 
venereum was positive at a serum dilution of 1 in 16. 

Fifteen days after admission the E.S.R. had risen to 
35 mm. in one hour (Westergren) ; the total serum proteins 
were 7.8 g./100 ml. (albumin 4.3 g., globulin 3.5 g.) ; electro- 
phoresis of serum proteins showed increased gamma-globulin. 
Tetracycline, 250 mg. every six hours, was given for the 
next five days, during which time the affected glands became 
smaller and less tender. A fortnight after finishing this treat- 
ment the glands were no longer palpable 


Case 5 

A male Jamaican aged 27, who had lived in the United 
Kingdom for one year, was admitted to hospital with 
abdominal pain. This had been present for three days 
accompanied by anorexia, occasional vomiting, constipation, 
and fever. At first the pain had been of an aching character 
and had been situated in the lower abdomen, but it had 
gradually become more severe and had spread over the whole 
abdomen. 

On examination the patient lay with his knees drawn up ; 
his temperature was 103.2° F. (39.6° C.) and pulse rate 104. 
There was diffuse abdominal tenderness, maximal in the right 
iliac fossa, with guarding and rigidity. There was no tender- 
ness on rectal examination. A small ulcerated papule was 
present on the prepuce dorsally, adjacent to the coronal 
sulcus, and the inguinal lymph nodes on both sides were 
enlarged and firm but not tender. He admitted having had 
a sore on the penis about three weeks before. 

Laparotomy was performed through a right lower para- 
median incision. There was no ascitic fluid, and no localized 
lesion was found other than injection of the peritoneal coat 
of the whole of the small gut. The appendix, which appeared 
normal, was removed. The fever settled by lysis during the 
next three days. The Frei test was negative, but the comple- 
ment-fixation test for lymphogranuloma venereum was posi- 
tive at a serum dilution of 1 in 128. Two days after 
operation the E.S.R. was 70 mm. in one hour (Westergren) ; 
total serum proteins were 7.8 g./100 mil. (albumin 4.2 g., 
globulin 3.6 g.); electrophoretic pattern—increased alpha-2 
and gamma-globulins. 


Case 6 

A married white woman first attended hospital in 1937 
at the age of 35,.shortly after her arrival from Barbados, 
where she was born. She complained of rectal discomfort 
with a slight rectal discharge and of difficulty in defaecation 
for the previous eight years. She was found to have rectal 
strictures at 2 and 5 in, (5 and 12.5 cm.) from the anus ; 
these required dilatation by the passage of rectal bougies 
every few weeks. For about six years she suffered repeated 
attacks of arthritis in her knees. In 1944 a Frei test was 
positive. 

She now (1957) complains of urgency of defaecation with 
slight faecal incontinence, although there is little evidence of 
rectal stenosis ; her complement-fixation test for lympho- 
granuloma venereum is positive at a serum dilution of 


1 in 16, 
Discussion 

The clinical picture in Case 1 is typical of the early stages 
of lymphogranuloma venereum in the male, while Case 2 
provides a similar but less complete example of the syn- 
drome. The primary lesion is usually described as a herpeti- 
form vesicle or ulcer, often situated in the region of the 
coronal sulcus. The lesion, which is painless and often 
unnoticed by the patient, appears between 3 and 21 days 
after the infecting coitus and disappears spontaneously in 
a few days. No palpable scar is produced, but an area of 
discoloration may result, as in Case 1. The inguinal bubo 
appears usually between 7 and 30 days, although occasion- 
ally months, after infection. These buboes, which are 
bilateral in a quarter to a third of the cases, have several 
unusual features which together form an almost patho- 
gnomonic picture. Lymph nodes in all sections of the super- 
ficial inguinal group are involved, and soon periadenitis 
with inflammatory obstruction of adjacent lymphatic vessels 
produces induration of the subcutaneous tissue and of the 
overlying skin, which may become discoloured. The result- 
ing elongated swelling has its long axis parallel to the 
inguinal ligament, and is typically grooved in this axis. The 
principal groove appears to be due to enlargement of lymph 
nodes above and below the groin fold, which persists owing 
to the normal adherence here of the superficial fascia to the 
inguinal ligament. Lesser grooves are due to inflammatory 
attachment of the skin to deeper structures. 

If untreated the bubo begins to fluctuate at several sites 
owing to patchy suppuration and necrosis. Finally, multiple 
sinuses without inflamed or ulcerated orifices appear. The 
external iliac glands often become palpable but do not break 
down. Constitutional symptoms such as fever and headache 
are not infrequent. Splenomegaly, arthritis, iridocyclitis, 
meningitis, or a typhoidal state may occur. Acute 
abdominal episodes form another rare but well-recognized 
group of manifestations of systemic involvement (Longmire, 
1944). The symptoms may be those of diffuse pelvic peri- 
tonitis, or the pain and clinical signs may be more intense in 
the right upper or lower abdominal quadrants. A _ local 
granulomatous lesion may be found at laparotomy, but often 
only a serous effusion is discovered. Cases 4 and 5 would 
seem to be examples of this condition. Law (1943) believes 
that the syndrome which mimics acute appendicitis may 
occur when the deep iliac and lumbar glands are extensively 
involved. 

Anorectal disease is not as common in the male as in the 
female, and if present may be due to direct infection follow- 
ing homosexual contact. This does not seem likely in Case 1, 
in which the infection presumably reached the rectal mucosa 
via the pelvic lymphatics. Such spread is the rule rather 
than the exception in the female, for the primary lesions 
are commonly situated in the upper vagina or on the cervix ; 
as a result of this, pelvic rather than inguinal lymph vessels 
and nodes become involved in the post-primary stage. This 
anatomical distribution of the lesions probably accounts for 
the fact that the early stages of the disease are often symp- 
tomless in women. Our Case 3 had no symptoms likely to 
be due to lymphogranuloma. The vulval ulcer might 
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represent the secondary genital ulceration described by 
Greenblatt and Wermer (1945). The very high dilution of 
this woman's serum at which fixation of complement 
occurred suggests that the disease had been present for a 
considerable time, while her consort’s symptoms were those 
usually seen within a few weeks of infection; it seems 
probable, therefore, that the woman was the infecting 
partner, especially as it is believed that in women the infec- 
tious phase is longer than in men. Although the cause of 
the cough and haemoptysis in Cases 2 and 3 has not been 
proved, these symptoms are probably unrelated to the 
venereal infection. 

Proctitis, as seen in very mild form in Cases 1, 3, and 4, 
may, if the patient is not treated by antibiotics, lead after 
many months or years to stricture formation. This syn- 
drome, which is commoner in women, is exemplified by 
Case 6. This patient’s recurrent arthritis is similar to the 
arthritis described in other patients with lymphogranuloma 
venereum ; the knees are among the joints most commonly 
affected (Longmire, 1944). Many sufferers from lympho- 
granulomatous strictures also have anorectal or rectovaginal 
fistulae, which characteristically open internally close to the 
stricture on its anal side. Another late manifestation of 
lymphogranuloma seen in women is the condition known as 
esthioméne, in which ulceration and elephantiasis of the 
external genitalia produce gross deformities. 

The diagnosis in our cases is confirmed by the raised 
titres of the complement-fixation tests and, in all but one 
case, by the positive Frei intradermal tests. The Frei test 
becomes positive usually between 7 and 40 days after the 
appearance of adenitis, and may remain positive for life. 
It is uncertain as yet whether antibiotic treatment may cause 
a reversal. The criteria on which a diagnosis can be made, 
using the complement-fixation test, are less well established. 
After investigating this problem, Bedson et al. (1949) con- 
cluded that, in a patient with symptoms compatible with a 
diagnosis of lymphogranuloma venereum, a titre of | in 32 
or over indicates active infection and a titre of 1 in 16 
is suggestive of infection. There is no typical leucocyte 
response to lymphogranuloma venereum or to any particular 
manifestation thereof. Eosinophilia has been reported, but 
the presence of parasites cannot be excluded as a cause of the 
eosinophilia in Cases 2 and 3. Hyperglobulinaemia without 
other evidence of liver disorder is a well-recognized accom- 
paniment of lymphogranuloma venereum ; the gamma frac- 
tion largely accounts for the increase, the degree of which 
is related to the activity and duration of the disease. The 
greatly increased sedimentation rates sometimes found in 
lymphogranuloma are probably dependent on this change 
in the plasma globulin. 

The tetracycline group of antibiotics provides specific 
therapy. In the earlier manifestations of the disease dosages 
of 250 mg. four times a day for from 15 to 39 days produce 
complete control of the infection with disappearance of the 
buboes and healing of open lesions without subsequent 
recurrence. In the later stages, with strictures, fistulae, and 
elephantiasis, prolonged antibiotic therapy should precede 
any surgical procedure. There were no toxic complications 
from the use of tetracycline in any of the four cases we 
treated with this drug. The sulphonamide drugs also have 
some therapeutic action in lymphogranuloma venereum, and 
the course of the disease in Case 4 was probably modified 
by the sulphadimidine given him for the suspected urinary 
infection. 

Summary 

To the small group of patients recorded as having 
acquired lymphogranuloma venereum in Great Britain 
are added two with the inguinal syndrome seen in the 
immediate post-primary stage. 

The cases of two other male patients who illustrate 
the rare pseudo-appendicitis syndrome. that of a woman 
with the late anorectal syndrome, and that of a symptom- 
less but probably infectious female patient are also 
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The recent influx of West Indian immigrants of both 
sexes and the greater likelihood, with the rapidity of air 
transport, of males reaching Great Britain in the infec- 
tious state may make lymphogranuloma venereum a 
commoner clinical problem in this country. 


Our thanks are due to Mr. R. H. Boggon and Professor J. B. 
Kinmonth for permission to publish details of cases under their 
care. 
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CAUSE OF ANOMALOUS RESULTS IN 
THE ERYTHROCYTE SEDIMENTATION 
RATE USING WINTROBE’S METHOD: 
BY 
F. T. SHANNON, M.B., 
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E. G. L. BYWATERS, M.B., F.R.C.P. 
From the Special Unit for Juvenile Rheumatism, 


Canadian Red Cross Memorial Hospital, Taplow, 
Maidenhead, Berks 


M.R.C.P. 


In current clinical practice the erythrocyte sedimentation 
rate (E.S.R.) is usually measured by either the Wester- 
gren method (Westergren, 1921), using citrated and 
diluted blood, or by the Wintrobe method (Wintrobe 
and Landsberg, 1935), using oxalated undiluted blood. 
While the latter method has some practical advantages in 
that haematocrit readings can be made in the same tube 
and the oxalated blood specimen can be used for other 
routine haematological investigations, there is evidence 
that the Westergren method provides a more reliable 
index of disease activity and progress (Gilmour and 
Sykes, 1951; Goldberg, Glynn, and Bywaters, 1952; 
Goldberg and Conway, 1952; Alexander and Andrews, 
1957). These authors have pointed out the occasional 
failure of the Wintrobe method to reflect the clinical 
state of the patient when the disease process is very 
active ; the anomaly is seen of a high Westergren rate 
associated with a normal or near normal Wintrobe rate. 

The Wintrobe method continues to be widely used, 
and it was felt that further information on the incidence 
and causes of such anomalous readings would be of 
value. 


Incidence of Anomalous Wintrobe Readings 
For the past five years all in-patients in this unit have 
had weekly E.S.R.s measured by both the Westergren and 
the Wintrobe method simultaneously, together with the 
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haematocrit. The number of duplicate readings thus 
obtained is estimated to be at least 19,000. For the purpose 
of this investigation these results have been sampled by 
taking a random selection of the case histories of 100 
patients and analysing all the E.S.R.s recorded at weekly 
intervals during their hospital stay. The total number of 
duplicate readings in this sample was 2.540. The patients 
were mainly children or young adults, the diagnosis being 
rheumatoid arthritis in 40 and rheumatic fever or chorea 
in 47. The remaining 13 were a miscellaneous group con- 
sisting of cases of lupus erythematosus, polyarteritis nodosa, 
dermatomyositis, erythema nodosum, and Henoch—Schénlein 
purpura. 

An arbitrary definition of an anomalous result was used 
for the purposes of analysis: this was the occurrence in 
simultaneous readings of a Westergren rate of 50 mm. or 
more in one hour associated with a Wintrobe rate of less 
than 20 mm. in one hour. Such a result has been termed 
“ discordant.” When the Wintrobe rate was 20 mm. or more 
in one hour in association with a Westergren rate of 50 mm. 
or more in the hour, the result has been termed concordant 

When a discordant result occurred, the clinical notes 
showed that without exception the Westergren rate was a 
more accurate reflection of the activity of the disease either 
as assessed at the time or as revealed by the subsequent 
clinical course. Not infrequently serial weekly rates would 
all show discordancy, and in these cases the Wintrobe 
readings rarely gave any useful information about deteriora- 
tidn or improvement that could be seen both clinically and 
in the Westergren readings. 

From the Table, where the results of 2,540 simultaneous 
readings are summarized, it will be seen that such anomalous 
Wintrobe readings were found on at least one occasion in 
26 of the 100 cases and that they occurred in 4.6% of 
all readings. When Westergren readings of 50 mm. or more 
an hour are considered, then 23% of the corresponding 
Wintrobe readings were below 20 mm. an hour, and thus 
failed to provide an accurate indication of the activity of 
the disease process. With each set of duplicate readings the 
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Fic. 1.—Girl aged 4 years. 


Still's disease. Course, 
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Frequency of Discordant Westergren/Wintrobe Readings in 100 
Rheumatoid Arthritis 


Cases of Rheumatic Fever (R.F.), 
(R.A)., and Others (Misc.) 
N No. of | Westergren | West.>S0 No. of Cases 
Ca Duplicate Readings Wint.< 20 Showing 
— Readings | 50 (Discordant) | Discordancy 
R.A. 40 1,280 108 19 
47 1014 | 86 7 6 
Misc 13 246 29 I 1 
Total | too | 2.540 «| 498 i16 | 26 


haematocrit level was recorded, and it was found that the 
mean P.C.V. of the discordant group was 40.6 ml./100 ml. 
and that of the concordant group was 36.5 ml./100 ml. (The 


difference is 4.1 ml., over 10 times its standard error of 
0.31 ml.) 
Fig. 1 shows in a child with Still’s disease that over the 


course of one year 29 out of 55 Wintrobe readings, each 
accompanied by a Westergren reading over 50 mm./hour, 
were below 20 mm./hour, and some loose association with 
high haematocrit level may be seen as Lewi and Clarke 
(1954) have noticed. There is rather a wide scatter, how- 
ever, when the haematocrit level is plotted for the same 
period against erythrocyte sedimentation rate Wintrobe 
(Fig. 2). These anomalous results seem more frequent in 
patients on cortisone therapy, and, as may be seen in Fig. 3, 
when the dosage is decreased or discontinued tend to dis- 
ippear in a reverse direction to changes in haematocrit value 
It may also be seen from inspection of this chart that haema- 
tocrit change is not the only conditioning factor. 


Factors in Causation of Anomalous Wintrobe 
Readings 
Experiments were therefore carried out to establish more 
accurately the conditions under which anomalous Wintrobe 
readings may occur. The influence of three factors was 
studied ; the haematocrit, the plasma viscosity, and the inter- 


nal diameter of the sedimentation tube. 


over 59 weeks, of E.S.R 


(Wintrobe and Westergren) and of haematocrit 


readings, showing development of anomalous Wintrobe readings on cortisone associated with high haematocrit levels 
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Methods r.p.m. The remainder of the oxalated blood was centrifuged 


Blood samples were obtained by venepuncture in the ante- 
cubital fossa, dry syringes and needles being used. 2 ml. of 
blood was placed in a bottle containing 0.5 ml. of 3.8% 
sodium citrate and 6 ml. in a bottle containing 10 mg. of a 


dried oxalate mix- 


for 15 minutes, and the separated plasma used for the 
estimation of the plasma viscosity. 

All viscosity measurements were carried out in the same 
instrument, a modified Ostwald capillary viscosimeter having 
a reservoir capacity of 1 ml. This was suspended vertically 


x08 ture (ammonium i” @ water bath at 37° C. The time of flow of distilled water 
¢ oxalate 6 mg.+ ™ this instrument at 37° C. was 41.5 seconds, and all plasma 
oN potassium oxalate viscosity readings are expressed in relation to this figure— 
60 4 mg.). that is, plasma viscosity relative to water at 37° C. = time 
ee On the citrated of flow (plasma)/time of flow (distilled water). (The relative 
ar viscosity of pure fibrinogen in normal saline, between 300 
3 BOON P and 1,000 mg. per 100 ml., showed thus a linear relation to 
« oe. out, using standard The viscosimeter was cleaned and dricd between each 
30) 200-mm. tubes and °Stimation, and after the plasma was placed in the reservoir 
- on NS techniques 15 minutes were allowed for temperature equilibration before 
readings w n. 

20 3° On the oxalated adings were take 

e oe, specimen a Win- All E.S.R.s were set up within one hour of the blood 
9 & ‘ trobe one-hour aon taken and plasma viscosity measurements carried out 
*. - E.S.R. was carried Within six hours. 

a? © & out, using a stan- In all, 151 blood samples were tested, and these were 
obtained mainly from patients with rheumatoid arthritis, 


25. 90 «sso dard 100-mm. tube 

HAEMATOCRIT and technique. The 

FG. 2.—-Same case as Fig. 1. Correla- standard Wintrobe 

— between E.S.R. and haematocrit tube has a bore of 
readings is poor except at low haemato- 4 eats 

crit levels. Dotted line represents Hynes 2.5 mm. diameter. 

and Whitby correction curves. All At the same time 

and from the same 

specimen, a second 


Westergren readings above 50 mm. /hr. 

tube having an internal diameter of 4.5 mm. was set up 
in exactly the same manner and in the same stand, the 
E.S.R. being read together with that in the standard tube. 
(On some specimens a third tube having an_ internal 
diameter of 3.5 mm. was set up in an identical fashion, and 
when this was done the upper levels of the red cells were 
read at 10-minute intervals for two hours on all three 
tubes.) 


The haematocrit level was measured in the standard 
Wintrobe tube after centrifuging for 30 minutes at 3,000 
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rheumatic fever, and chorea, a minority being from patients 
with other diseases of the collagen group or with pulmonary 
tuberculosis. Five were from healthy young adults. 


Results 


It has been shown that the plasma relative viscosity pro- 
vides a measurement of those plasma protein changes which 
are responsible for the aggregation and sedimentation of 
the red cells (Hardwicke and Squire, 1952), and when used 
as a clinical test provides a more reliable index of disease 
activity than the E.S.R. (Miller and Whittington, 1942; 
Lawrence, 1950). Thus the viscosity measurements may be 
used as a standard by which the effect of the other variable 
factors in red-cell sedimentation may be assessed. 

In this series, the relative viscosity of plasma ranged from 
1.65 to 2.39, and was considered to reflect accurately the 

patients’ clinical state. The 
upper limit of readings found 
in normal people and those 
cases showing no evidence of 
disease activity was 1.8, and 
figures above this were con- 
sidered abnormal. 

When the mean one-hour 
E.S.R.s are plotted against 
plasma viscosity (Fig. 4) the 
curves given by the Wester- 
gren and standard Wintrobe 
methods show several differ- 
ences. Beyond a relative vis- 

\ cosity of 1.8, the mean Wester- 


than the Wintrobe to a maxi- 
mum at a viscosity of 2.3. 
The Wintrobe rate shows a 


maximum rate of increase 
from a viscosity of 1.8 to 2, 
after which a very small in- 
crease occurs to a maximum 
at a viscosity of 2.1; the rate 
then decreases until the 
mean rate attained at a vis- 


gren rate rises more rapidly 
yw 


309 
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Fic. 3.—Boy aged 14 years. Still's disease. Development of anaomalous Wintrobe readings 
on cortisone, partially independent both of haematocrit levels and of Westergren rates. 


cosity of 2.3 is only as high 
as that attained between 1.9 
and 2. 

The effect of the haemato- 
crit on the standard Wintrobe 
E.S.R.s is shown in Fig. 5. 
In this graph the readings at 
each viscosity level have been 
divided into three groups 
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according to the packed cell volume (39%, and below, 40 
42”,, and 43°, plus). An increase of the haematocrit level 
reduces the overal! height of the curve, and each curve 
reaches a maximum rate, after which a fall takes place. The 
viscosity level at which this maximum mean rate is reached 
becomes progressively lower with increasing haematocrit 
readings, so that in the group with P.C.V. 43°, and above 
the maximum mean rate is reached at a viscosity of 2, the 
descending limb of the curve is as long as the ascending 
limb, and the mean reading at the maximum viscosity is in 
fact the same as that shown in a normal range of viscosity 
(1.7-1.8). When a similar subdivision of the Westergren 
readings is made the curves obviously do not show such 
a regular relationship to the plasma viscosity (Fig. 6): but, 
while there is a depression of the mean rates in the highest 
haematocrit group at viscosity levels below 2.1, the maxi- 
mum mean rates in each group are reached at the maximum 
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Fic, 4.—Relationship of mean E.S.R. to mean plasma relative 
viscosity. (Figures on curves indicate number of readings.) 
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Fic. 5.—Effect of relative viscosity on Wintrobe E.S.R. at three 
haematocrit levels: there is a significant difference at a viscosity 
of 2.3 between each of the three haematocrit groups. 
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Fic. 6.—Effect of relative viscosity on Westergren E.S.R. at three 


haematocrit levels. 


1957 ANOMALOUS WINIROBE READINGS 


British 
Menicat JOURNAL 
In the series there were 39 Westergren read- 
in nine of these readings the 
The 30 concordant 


viscosity level. 
ings of 50 mm./hour or above ; 
Wintrobe rate was below 20 mm./hr. 
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Fic. 7.—Effect of tube diameter on E.S.R. at varying relative 

plasma viscosities: all haematocrit levels 40° or more. The 

differences between the two curves at relative viscosities 2.2 
and 2.3 times are statistically significant. 
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Fic. 8.—Mode of fall at three tube diameters (Wintrobe) in 
anaemic blood of high Westergren E.S.R. 
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Fic. 9.—Mode of fall at three tube diameters (Wintrobe) in blood 
with more normal haematocrit level and high Westergren E.S.R. 
(see text). 
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readings had a mean P.C.V. of 37.2% and mean Viscosity 
of 2.1, while in the nine discordant readings the mean P.C.V. 
was 42.7% and the mean viscosity 2.2 times. 

The readings obtained in the modified tube of 4.5 mm. 
internal diameter were of the same order as those in the 
standard Wintrobe tube when the P.C.V. was below 40%. 
Above this level, however, a difference is seen in those in 
stances where the plasma viscosity exceeds 2.1 (Fig. 7). The 
mean readings in the standard tube fall off rapidly after this 
viscosity level, but those in the 4.5-mm. tube show a further 
rise to 2.2, after which they too are slightly lower. Of the 
nine readings which were discordant on the basis of the 
standard Wintrobe rates, only two were discordant in the 
rates found in the 4.5-mm. tube. No discordant reading 
was given by the 4.5-mm. tube unless it was also given by 
the standard tube. 

Differences in the mode of fall in tubes of 2.5 mm., 
3.5 mm., and 4.5 mm. are illustrated in Figs, 8 and 9, where 
the E.S.R. is ploited at 10-minute intervals for two hours. 
With the first blood sample (Fig. 8), where the P.C.V. was 
35%, and Westergren rate 68 mm./hour, all three tubes 
show the typical sigmoid curve with a flat initial “ period 
of aggregation ” followed by a rapid fall until packing of 
the cells shows the rate of fall. In the second sample 
(Fig. 9), however, with a P.C.V. of 40° and Westergren 
rate of 86 mm./hour, the initial period of aggregation is 
followed in the standard tube by a slow rate of fall over 
the two-hour period, while the 4.5-mm. tube exhibits the 
typical sigmoid curve and the 3.5-mm. tube shows an inter- 
mediate pattern. The one-hour readings are discordant in 
the 2.5-mm. tube but not in the 4.5-mm. tube. 


Discussion 


When a high Westergren rate and a low Wintrobe rate 
occurred together the clinical evidence suggested that the 
latter observation was at fault. Correlation with plasma vis- 
cosity, while not entirely regular, was more consistent with 
the Westergren readings. Clinical support for this view is 
found in published reports (Gilmour and Svkes, 1951 ; Gold- 
berg et al., 1952 ; Goldberg and Conway, 1952), and in other 
work where the plasma protein changes have been corre- 
lated with both methods (Ham and Curtis, 1938). 

The frequency with which erroneous Wintrobe results may 
be encountered obviously depends on the criteria adopted. 
In the group considered here the large discrepancy between 
the two readings which we took to define an anomalous 
result gives a conservative estimate of the frequency with 
which Wintrobe results are erroneous, Gilmour and Sykes 
(1951), in a series of over 700 patients, the majority of 
whom had pulmonary tuberculosis, found that when the 
Westergren rate was above the accepted normal level the 
Wintrobe readings were within normal limits in 27% of 
the female cases and 28% of the male cases. Goldberg 
et al. (1952) reported anomalous results in 10 of 86 patients. 

The causation of this discrepancy has been the subject of 
several reports, in Scandinavian literature (Ostner, 1952) and 
in English. Schuster (1939) found that the tube diameter was 
inadequate in blood with a high red-cell count. Collins, 
Gibson, Race, and Salt (1939) also found the tube diameter 
to be important, and advocated the use of a wide-bore tube. 
Hardwicke and Squire (1952) and Eastham (1954) demon- 
strated that the rate was retarded in plasma of high vis- 
cosity. Lewi and Clarke (1954) pointed out that the de- 
pression of the rate by increasing haematocrit values was 
disproportionate in plasma of a “ high rouleaux formation 
intensity.” 

The results of the experiments reported here confirm 
each of these observations and enable them to be integrated 
into a reasonable and simple explanation of the anomalous 
rate. 

The fundamental fault appears to be in the narrow 
internal diameter of the Wintrobe tube. An increase in the 
tube diameter increased the one-hour E.S.R. of blood show- 
ing anomalous rates in the standard narrow tube when 
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conditions are otherwise identical (Fig. 7). The tube dia- 
meter becomes important only when the P.C.V. and plasma 
viscosity are in the upper half of the range, as the mean 
readings in the first part of Fig. 7 are almost identical. The 
effect of these two factors is additive : as the haematocrit 
value increases, the level of viscosity at which retardation 
of the rate is seen decreases (Fig. 3). 

The combination of these three factors enables a logical 
hypothesis to be formed in the light of the known mechanism 
of the E.S.R. As the red-cell aggregates fall they displace 
upwards the plasma in the lower half of the blood column, 
the force producing this movement being the difference be- 
tween the specific gravity of the cell aggregates and that of 
the plasma. Frictional resistance occurs at the cell/plasma 
and plasma/tube-wall interfaces. When the haematocrit 
evel is increased a greater volume of plasma must be dis- 
placed and a decrease of the “ apparent settling velocity ~ 
of the cells occurs (Ham and Curtis, 1938). 

If at the same time as the haematocrit level increases there 
is an increase in the plasma viscosity, it is clear that a 
further diminution in the rate of fall of the red cells must 
ensue owing to an increase in the frictional forces. In these 
circumstances the internal diameter of the tube becomes 
increasingly important, since the total frictional resistance 
offered by the tube wall to the upward movement of the 
plasma at any viscosity level is inversely proportional to the 
fourth power of the radius. 

This explanation would account for all the facts observed 
in the experimental investigation. Such a combination of 
circumstances does not appear in the Westergren method in 
the usual range of P.C.V. and plasma viscosity because these 
are both substantially reduced by the diluting anticoagulant 
used. 


Conclusions 


When the sedimentation rate is estimated by the 
Wintrobe method the incidence of misleading results is 
high enough to outweigh its advantages, which are 
mainly of a technical nature. 

The erroneous results are due to the additive effects of 
the inadequate bore of the Wintrobe tube, a high plasma 
viscosity, and a haematocrit level above 40 ml./100 ml. 
As the haematocrit level increases above this figure the 
incidence of erroneous results increases rapidly, and it 
is clear that no adequate method of correction based on 
the haematocrit level alone can be applied. 


Our thanks are due to Dr. R. Consden for his help and advice 
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The Ministry of Health's leaflet “ Maternity Care,” first 
brought out in 1949, describing the various services available 
to expectant and nursing mothers under the National Health 
Service, has again been brought up to date. Every mother 
receives a copy when she obtains her welfare food docu- 
ments from the local offices of the Ministry of Pensions and 
National Insurance. A small stock of the revised leaflet 
is being sent to local health authority clinics and hospital 
maternity clinics to meet occasional demands. 
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This paper springs from an attempt to assess the clinical 
significance of idiopathic hirsutism in women. The 
between hirsuties and other masculine 
characteristics, and with disturbances of menstrual 
periodicity, has been investigated and the familial 
incidence of the condition studied. 

AS a necessary preliminary to the inquiry a survey on 
the variations in the degree of hair growth in women was 
undertaken. The results are to be reported elsewhere 
(Thomas and Ferriman, 1957). The lip, chin, and lower 
abdomen were chosen for study, and observations were 
made upon a consecutive series of 584 general medical 
and surgical patients unselected except in so far as 
patients with diseases, such as myxoedema, known to 
influence hair growth were excluded. It was found that 
there was no clear demarcation between hirsute and non- 
hirsute subjects, hirsuties existing as a graded pheno- 
menon. A system of grading was therefore elaborated, 
five grades of terminal (coarse) hair growth being recog- 
nized at each site. Grade 0 was the absence of hair. 
There were two minor grades (1 and 2) and two major 
grades (3 and 4), the latter approximating to the popular 
conception of hirsuties. In the 15-44 age group a little 
over one-half showed a grading of 0 at all three sites, 
whereas an appreciable proportion—in the region of 
10-15% —had a major degree of hirsuties at one or more 
sites. In the post-menopausal period the incidence of 
faciai hirsuties increased greatly, whereas hair on the 
lower abdomen virtually disappeared. 


association 


Hirsuties, Body Build, and 17-Ketosteroid Excretion 


it seemed of interest to determine whether any relation- 
ship existed between the degree of hair growth and other 
characteristics which show differences between the sexes. 
Shoulder and hip width and the 24-hour urinary excretion 
of 17-ketosteroids were chosen for study. A comparison has 
been made between results obtained for groups of “ hirsute ” 
and “ non-hirsute” subjects. 

Probably the most useful means of distinguishing between 
the skeletal measurements of males and females is a compari- 
son between shoulder and hip widths (for example, Tanner, 
1951 ; Lindegard, 1953 ; Skerlj, 1953), males having a greater 
shoulder width and females a greater hip width in relation 
to height. 

Measurements of biacromial and bi-iliac width were made 
on 43 hirsute subjects and 101 non-hirsute subjects, all 
being within the 18-44 age range. Hirsute subjects were 
defined as individuals showing a major degree of hirsuties 
on the lip, chin, or lower abdomen; they were a selected 
group derived from various sources. A subgroup, compris- 
ing those in whom the onset of hirsuties was stated by 

*The material contributed by one of us (P. K. T.) formed part 


of a thesis submitted for the degree of Doctor of Medicine of the 
University of London. 


the patient to have been during adolescence, was also util- 
ized. The non-hirsute group consisted of a consecutively 
observed series taken from the survey reported by Thomas 
and Ferriman (1957) with zero or minor grades of hirsuties. 
The results obtained are shown in Table I, where the means 


Tas_e I—Mean Biacromial and Bi-iliac Widths, in Centimetres, 
for Non-hirsute and Hirsute Subjects 


| Biacromial Bi-iliac | No. in 
Group Width Width j Group 
Non-hirsute 36634160 | 29-0441-74 101 
Hirsute 
All subjects } 37-7141-95 29-194 1-63 43 
Onset during adolescence 38-40 . 1-64 28-98 + 1-73 24 


and standard deviations for the different groups are given 
The difference between the non-hirsute and ali hirsute sub 
jects is brought out clearly in Fig. 1. 

Biacromial width is significantly greater in the hirsute as 
compared with the non-hirsute group employing the t test 
(t=6.66 : P<0.001), and is particularly so for the hirsute 
subgroup with onset of hirsuties during adolescence (t= 


7.68). No significant difference between the groups with 
respect to bi-iliac 
Percentage 
width is detectable frequency [7])Non Hirsute 
(by analysis of 
variance). This 50 Bh 
latter finding indi- 
cates that the ob- 40 
served difference 
in shoulder width 
30 
does not depend 
upon differences in 
general body size. 20 
Estimations of 
the 24-hour urinary 10 
excretion of 17- G 
ketosteroids were 


2 42 44 
Biacromial width (cm) 


obtained for 66 
hirsute and 25 


non-hirsute sub- Ftc. 1.—Distribution of biacromial 

jects. The hirsute widths for hirsute and non-hirsute 
- subjects. 

group was similar 

scribed; the non- 

hirsute group con- 

sisted of individu- so 

als with a grading 

of not greater than 40 

1 at all three areas, 

the large majority 30 

having a grading 

of 0 at each site. 20 

The results ob- 

tained are dis- 10 

played in Fig. 2. 

The histogram 

demonstratesa S$ 10 15 20 25 30 3° 

striking difference 17 Ketosteroid Excretion 

between the two 

groups. The mean FG. 2.—Distribution of 24-hour urinary 


17-ketosteroid excretions for hirsute anid 


value for the hir- . 
non-hirsute subjects 


sute group was 

13.02+6.6 mg./24 hours, the corresponding value for the 
non-hirsute subjects being 7.00+2.6. It is of interest that 
this latter value is appreciably lower than that ordinarily 
found for the normal female 17-ketosteroid excretion, but it 
will be realized that it is derived from a specially selected 
group. The difference between the two is statistically 
significant (t=4.45 ; P<0.001) 


Hirsuties and Menstrual Periodicity 
The association generally believed to exist between hir- 
suties and oligomenorrhoea was investigated during the 
course of the survey on hair growth in women to which 
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reference has already been made. A menstrual history was 
taken in all 584 patients. For the purpose of this investiga- 
tion it was decided to accept as oligomenorrhoea only the 
occurrence of cycles of at least five weeks and when this 
had been present for at least two years. Many patients 
were of course more severely affected than this. The change 
in hair distribution which takes place in later life precludes 
the consideration of decades above the age of 54. Patients 
whose lower abdomens had been shaved for abdominal op- 
erations before being examined were excluded. There re- 
mained 349 patients for analysis. 

Table II] shows the incidence of oligomenorrhoea in 
patients with a major degree of hirsuties on the lip, chin, 
or lower abdomen (hirsute) as compared with the incidence 
in the remainder (non-hirsute). It will be seen that 10 out 
of 53 hirsute patients as compared with only 13 out of 


Taste Il.—Jncidence of Oligomenorrhoea in Hirsute and Non- 
hirsute Subjects 
Non-hirsute Hirsute 
| Oligomenerrhoea| Total | Oligomenorrhoea | Total 
15-24 3 68 2 14 
25-34 3 64 4 16 
35-44 3 67 2 1! 
45-54 4 | 97 | 2 12 
Total 13 206 10 53 


296 non-hirsute patients suffered from oligomenorrhoea. 
The difference is highly significant (y7=28.95 ; P<0.001). 

Recently a small but more elaborate analysis was begun, 
employing a grading of hair growth over the trunk and 
limbs in addition to the sites already described and using 
somewhat less stringent criteria for the occurrence of oligo- 
menorrhoea. The correlation between oligomenorrhoea and 
hirsuties is emphasized, this menstrual disturbance occurring 
in 6 out of 9 of hirsute patients and in only 7 out of 99 of 
non-hirsute patients. 

The incidence of epimenorrhoea in the same group of 349 
patients was also studied, but no obvious difference between 
hirsute and non-hirsute patients in this respect was apparent. 


Inheritance 


The idiopathic form of hirsuties is generally thought to 
be familial in nature. It was decided to investigate this 
point by interviewing all possible relatives of subjects below 
the age of the menopause with a major degree of hirsuties, 
the only restriction being that those interviewed should live 
within a reasonable distance of the hospital. Because of 
limitations of time it was possible to examine the relatives 
of only 29 propositi, and of the first-degree relatives 16 
sisters and 24 mothers were seen. 

Table III shows the incidence of a major degree of 
hirsuties at any of the three sites in the mothers, in the 
sisters, and in a control group. The increased incidence of 


TaBLe Ill —Incidence of Hirsuties in Relatives of Hirsute 


Subjects 
| Hirsute | Non-hirsute 
Sisters 9 7 
Mothers i! 13 
32 208 


Control group | 


hair on the lip and chin occurring with age introduced a 
complicating factor; all mothers with a major degree of 
hirsuties on the lip and chin were therefore asked at what 
age the excess hair had appeared, and only when this was 
before the menopause was the hirsuties regarded as signifi- 
cant. The control group consisted of all subjects in the 15- 
44 age group of the survey reported by Thomas and Ferri- 
man (1957) in whom it had been possible to estimate the 
degree of hair growth at all three sites. 


The incidence of hirsuties is clearly greater in both sisters 
and mothers than in the control group, and the differences 
are statistically significant (for the sisters x* = 11.30, P<0.001 ; 
for the mothers x*’=9.95, 0.01>P>0.001). 

Calculation of the degree of correlation between the 
hirsuties grading as between sisters and between daughters 
and mothers demonstrates that it is approximately equal 
for both, the value of the correlation coefficient being in 
the neighbourhood of 0.5. This, taken in conjunction with 
the fact that hirsuties exists as a graded phenomenon, sug- 
gests that the inheritance is multifactorial. 

The incidence of oligomenorrhoea in the sisters and 
mothers was also compared with that in the same control 


Taste IV.—Incidence of Oligomenorrhoea in Relatives of 
irsute Subjects 


Oligomenorrhoea| Total 
Sisters 5 16 
Mothers 3 24 
Control group Kz 16 240 


group. The results are given in Table TV. The incidence 
in both groups of relatives is higher than in the controls. 
The difference is definitely significant for the sisters (y’= 
8.51 ; 0.01>P>0.001), but does not reach the level of statis- 
tical significance for the mothers (y?=0.92). 

An observation of some interest concerned the variability 
of the condition within members of the same family. Rela- 
tives of patients with major grades of hirsuties on the lip, 
chin, or lower abdomen were encountered with oligomenor- 
rhoea but without hirsuties of this order. A more extensive 
assessment of hair growth involving other areas of the body 
might have revealed a tendency to hirsuties in these rela- 
tives. However, oligomenorrhoea probably occurs at times 
without gross hirsuties in the syndrome under discussion, 
and gross hirsuties can certainly exist with normal menstrual 
periodicity. 

Discussion 


The association of major degrees of hirsuties with in- 
creased shoulder width and a raised urinary excretion of 
17-ketosteroids reported here is considered to indicate a 
general tendency towards masculinity in hirsute women. 
The recognition of a constitutional variant in women in 
which the deviations from the normal are in the male direc- 
tion has been made several times before (for example, 
Kretschmer, 1936; Bayer, 1939), although detailed analyses 
have not been undertaken. Many of the differences between 
males and females are a matter of degree, and in this respect 
individuals can be regarded not so much as male or female 
but as masculine or feminine. The term androgyny (Draper, 
1941) has been employed to refer to the presence of android 
features in the female and gynaecoid features in the male. 
This concept has been applied by Tanner (1951) for differ- 
ences in body build between males and females, and is 
implicit in the studies on hair growth of Danforth and 
Trotter (1922) and Dupertuis, Atkinson, and Elftman (1945). 

The term “constitutional virilism™” is convenient to 
describe the individuals under discussion. Some 135 such 
patients have been under study. The condition presents 
features additional to those described above, and, although 
these have not been investigated so systematically, some 
comment is perhaps permissible. Oligomenorrhoea is clearly 
the characteristic menstrual disturbance, but epimenorrhoea 
and bouts of menorrhagia have also been encountered. 
Anovulatory cycles occur with some frequency in some of 
the patients, but the majority probably ovulate quite regu- 
larly. Laparotomies have been performed for various 
reasons on a number of these patients (only occasionally 
with a view to wedge resection of the ovaries) and poly- 
cystic ovaries have been observed in several. The practice 
of family limitation and other factors make the assessment 
of infertility difficult in these days. It can be stated un- 
equivocally, however, that virilism of this character is no 
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absolute bar to conception: indeed, the most hirsute patient 
in the series had five children. On the other hand, it does 
appear likely that there is a definite tendency to infertility 
in a certain proportion of the patients. 

Enlargement of the clitoris had not been looked for 
systematically, but it has been observed on only two occa- 
sions, and is regarded as distinctly uncommon. It would 
also have been of interest to make an assessment of the 
degree of muscularity and subcutaneous fat development 
A further aspect that merits attention is that of the person- 
ality structure of these individuals. 

Barr and Bertram (1949) reported the discovery of special 
chromatin bodies in the nerve cells of cats, found only in 
female animals. These observations were extended to 
human skin by Moore, Graham, and Barr (1953) and later 
to other tissues, and it has become customary to think of 
the relationship as an all-or-none phenomenon. However, 
it is noteworthy that Davidson and Robertson Smith (1954) 
noted a considerable variation in the ease with which the 
characteristic “ drumsticks " could be found in polymorpho- 
nuclear neutrophil leucocytes from female patients, the inci- 
dence ranging from 1:6 to 1:98. Some preliminary observa- 
tions have been made on the incidence of these chromatin 
bodies in hirsute women, and, although the numbers as yet 
are few, a possible difference between hirsute and non- 
hirsute subjects may exist, a lesser incidence being encoun- 
tered in the former. This is conceivably a further expres: 
sion of a general tendency towards masculinity. 


Summary 


An association has been demonstrated between hirsuties 
and two other masculine characters in women—namely. 
increased shoulder width and raised 17-ketosteroid excre- 
tion. A significant correlation has also been demon- 
strated between hirsuties and oligomenorrhoea. The 
term constitutional virilism is a convenient one to 
describe the composite syndrome. The condition 
appears to be genetically determined, and the results 
obtained suggest that the inheritance is multifactorial. 


We wish to thank all those who referred cases, and in par- 
ticular Dr. Joan Chappell and Mr. K. A. K. Hudson. We thank 
Professor H. Griinberg, F.R.S., and Dr. J. S. Small for advice 
Dr. J. F. Heggie kindly allowed us laboratory facilities. The 
17-ketosteroid estimations were performed by Dr. A. B. 
Anderson, Dr. W. G: Dangerfield, and Mr. C. W. Hall. One of 
us (P. K. T.) was in receipt of a grant from the North Middlesex 
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“ During the last 10 years the majority of men blinded in 
the second world war have been settled in their homes 
after the hospitals had healed their wounds and St 
Dunstan's had taught them how to be blind.” This is stated 
by Sir IAN Fraser in his introduction to the 42nd annual 
report of St. Dunstan's, “ Blindness Conquered,” which 
covers the year ended March 31, 1957. Throughout the 
Commonwealth there were about 1,750 such blinded 
persons ; some had stayed in their own countries, where local 
organizations were looking after them, others had regained 
some sight, and a substantial number after training had gone 
back to Commonwealih countries. 
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RECOVERY AFTER DEPRESSIVE 
ATTACK OF 30 YEARS’ 
DURATION 


BY 


G. M. WODDIS, M.R.C.S., L.R.C.P., D.P.M. 
Physician-Superintendent and Consultant Psychiatrist 
The Coppice, Nottingham 


Most authorities refer to the difficulty of making prog- 
noses in depressive attacks. The statistical surveys of 
Fuller and Johnston (1931), Lundquist (1945), and Dan- 
ziger (1946) all refer to the extreme variation in length 
of attack, but it has not been possible to find any descrip- 
tion of a specific case of long duration in any of the 
literature studied. 

The patient who is the subject of this article was 
studied in one hospital for over 20 years, for 12 years by 
me personally, and his history shows that he suffered 
from a single unbroken attack of depressive psychosis 
lasting at least from 1918 to 1949, when he made a com- 
plete recovery at the age of 69. He is still leading an 
active and successful life. 

Case History 


The patient, a Church of England clergyman, was 
admitted to The Coppice in 1929 at the age of 49. He 
was then extremely depressed, lethargic, retarded in thought 
and monosyllabic in speech. He had ideas of personal 
unworthiness, thought God had deserted him, and his 
general attitude was one of hopelessness and despair. 

He was the youngest child of his father’s third marriage, 
there being 13 children in all. The father, a worrier, 
irritable, strict, and demanding absolute obedience, was 68 
when the patient was born, and lived to the age of 95, 
working as a parson until he was 90. There was no family 
history of overt mental illness, and so far as is known no 
other members of the family have ever needed psychiatric 
treatment. As a child and at school the patient always 
felt he was a dud compared with his brothers, who had won 
open scholarships at Oxford. He was conscientious and 
drove himself hard, was afraid of failure, and compensated 
for his feelings of scholastic mediocrity by excelling at 
games. Apart from this over-conscientiousness there was 
no evidence of obsessional features in his personality. 

He was intended for the study of medicine and was 
expected to complete his preliminary studies in one term 
Hard slogging ended in failure, and he had his first 
attack of depressive illness then, characterized by suicidal 
thoughts. The next five years were spent in a mental home, 
but during the last three years of this period he was 
employed as games organizer. 

His symptoms in this attack were similar to but milder 
than those which developed in his second major attack 
He was depressed, felt that everything was no good, that 
he was a misery and did not deserve to live. In spite of 
suicidal thoughts he made no suicidal attempts, and he 
appears to have made a complete recovery. 

At the age of 26 he entered a theological college, was 
ordained, joined the Indian Army, and went to India at the 
age of 31. Three years later, on the outbreak of the first 
world war, he saw service in Mesopotamia, where he was 
captured by the Turks. Over two years were spent in 


prison camps, seeing terrible sights and undergoing priva- 
tion of every sort, some self-inflicted when his sense of 
duty led him to make sacrifices for those of less favourable 
rank than himself. 

On his return to England he felt that everything was an 
effort and that he found no pleasure in meeting people. 
So far as is known he had remained perfectly stable on 
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his recovery from his first illness for a period of some 
14 years, and, although mildly self-depreciatory, did not 
show depressive phases or mood swings. His marriage 
and return to India in 1920 brought no improvement. He 
began to feel a failure and became depressed. Nine months’ 
leave made no difference, but he drove himself on until 
1926, when he was invalided home. Treatment in a 
nursing-home and Maudsley Hospital followed, and by the 
time he entered the latter in May, 1927, he was acutely 
depressed, despondent, unable to concentrate, sleeping 
badly, and had made two attempts at suicide. He was 
constantly praying for forgiveness for the unpardonable 
sin 

One month later he was removed from Maudsley Hos- 
pital and admitted to Holloway Sanatorium, from which 
he was transferred to The Coppice in September, 1929. 

On his admission to Holloway Sanatorium he was pro- 
foundly depressed, said that he had lost God, was unable 
to concentrate, and could not sleep. At times, especially 
at night, he was agitated and was praying aloud for for- 
giveness. As the acute symptoms subsided he remained 
depressed, quiet, apathetic, self-centred, and monosyllabic. 
Between then and 1942 his condition altered little. He 
was unsociable, withdrawn, lacking in initiative, unoccupied. 
and mute unless directly questioned. The only variation 
was a gradual diminution in the intensity of his emotions. 
with monotony of symptoms and affective flattening, until 
he reached a level of quiet withdrawn depression with 
self-absorption and self-depreciation as the principal features. 
This persisted for 13 years. 

His mood showed no diurnal variation, and for many years 
he slept fairly well on 2 dr. (7 ml.) of paraldehyde orally, 
without early morning waking. He complained constantly 
of constipation, and his complaints were sometimes justified. 
He insisted that he had deserted God, had always been no 
good, and would never be any different. In the garden 
he paced the same stretch of ground, with bent head, biting 
his nails. 

In 1942, over a period of five months, he received E.C.T. 
totalling 20 treatments in all. He remained a man without 
hope, quietly depressed, locked in his own thoughts, and 
taking little interest in people or things. He insisted he was 
“dead” but showed a little more physical initiative. 

At no time during all these years did his psychiatric 
condition show any atypical features. There was never 
any suggestion of a paranoidal attitude, and his thinking and 
behaviour never suggested a schizophrenic component. 

In 1948 a sudden change occurred. He began to take 
an interest in a dog belonging to one of the staff, and 
started taking it out for walks and training it in obedience. 
His improvement was now rapid, and he swung into a mildly 
hypomanic phase, organizing games, looking after the tennis 
courts and sports equipment, writing his first letter for 
20 years, and going to the pictures for the first time in his 
life. During this phase the minor obsessional traits in his 
personality were more obvious and his perfectionist demands 
led to some degree of fault-finding. 

After a number of leaves spent working in agricultural 
camps, he was finally discharged in 1949. He has adjusted 
himself with complete success to the changed world in 
which he finds himself, and is working again as a clergyman, 
enjoying life, and being fit and happy. During most of 
this time he has worked as a curate in a rural area, some- 
times being in charge of three parishes when there was no 
vicar. He has purchased a small car, which he has learnt 
to drive, comes to see me regularly on his way to London, 
and plays a very active part in the life of the parish. 

This adjustment was not easy. His wife had shown an 
interest in him and visited him at intervals throughout the 
vears, but she had had to make a life for herself and the two 
sons of the marriage, and earn a living for them in London. 
He now travels to London regularly to see his wife, corre- 
sponds with her, and at this level their relationship is 
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harmonious. At one time he was much concerned about 
the youngest son, who after his demobilization was rather 
silent, withdrawn, morose, and unhappy. However, the boy 
overcame his difficulties and both sons are in good jobs. 


Discussion 

The diagnosis in this case is of interest. The patient's 
attack of depression started at the age of 49, but, in view of 
the previous attack at the age of 20, it would be reasonable 
to suppose that this was a manic-depressive psychosis—the 
second attack, as is often the case, being the long one. 
His somewhat hypomanic behaviour on recovery reinforced 
this view. Perhaps it might simplify matters if one were to 
follow Lundquist’s view and call this a depressive reaction 
Lundquist (1945) gives as characteristic of the depressive 
reaction: (1) marked depression without demonstrable con- 
nexion with lesional factors; (2) anxiety; (3) inhibition ; 
(4) suicidal thoughts; and (5) depressive delusions. The 
patient had all these characteristic symptoms, though not 
all were present throughout his illness. 

Lundquist, in his masterly review of the whole subject, 
quotes a number of authors whose publications are not 
available to me. Among these are Lange (1928), who stated 
categorically that the risk of a “ chronic’ course is greater 
when the disease sets in after the age of 40. Lange also 
cited Kraepelin, Regis, and Petren as describing individual 
cases “up to 20 years”; and Rehm (1919) is quoted by 
Halberstadt (1937) as referring to “certain elderly melan- 
cholics whose illness may last for more than 20 years.” My 
patient, on indisputable evidence, Suffered from an unbroken 
attack of psychotic depression for at least 23 years. On 
his own showing he had found the going hard, and had 
a sense of failure and blunting of emotional reactions for 
seven years prior to this. 

An interesting point raised by Halberstadt (1937) is the 
failure in many papers to differentiate between “ chronicity 
and “ incurability.” He points out with reference to various 
authorities, including Rehm and Lange, that a long stay 
in mental hospital produces a condition similar to prison 
dementia, with poverty of ideation. This my patient cer- 
tainly had for many years, but the absence of arterio- 
sclerotic changes or senile criteria of any sort made it 
theoretically possible for him at any point to cease to be a 
chronic depressive. His blood pressure was never more 
than 160/80 and he never showed signs of arterial thicken- 
ing. This seems to have been more important than the fact 
that after the subsidence of the acute symptoms there was 
monotony of symptomatology and affective flattening. 
Henderson and Gillespie (1950) also make this point. 


Conclusion 


The odds against recovery from manic-depressive illness 
of over 20 years’ duration have been given by Danziger (1946) 
as less than 100 to 1 based on the U.S. Bureau of Census 
Study. The subject of this paper happened to be the 
hundredth one. He himself is convinced that his interest 
in the dog was the beginning of his recovery, and there was 
certainly a time relationship. However, it is possible that 
the true explanation is that the patient was ready to start 
a remission when the right stimulus appeared. 


I would like to pay tribute to the staff of the Coppice Hospital, 
not only the nursing staff but the gardeners, the engineering staff, 
the kitchen staff, and others, whose sympathetic, enthusiastic, and 
patient help during the recovery phase contributed so much to 
the patient's full adjustment to normal social life. 
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Spontaneous Pneumothorax and Subcutaneous 
Emphysema 
Spontaneous pneumothorax and subcutaneous emphysema 
are both rare complications of asthma, and the combined 
conditions even more rare. So far as I know, no case of 
subcutaneous emphysema recurring during a subsequent 
isthmatic attack has previously been reported. 


Case Report 


A boy aged 1 year 9 months was admitted to hospital on 
November 13, 1955, with a history that three weeks 
previously he had had a coryza with “ wheezing,” which had 
cleared in a week. Five days before his admission he 
developed another cold in the head, and later began cough- 
ing and wheezing. On admission the child was miserable 
and frightened. He cried lustily while being examined, and 
then quite suddenly swellings began to appear on each side 
of his neck, and these gradually increased in size. The 
crackling sensation elicited on palpation showed these to be 
due to subcutaneous emphysema. Clinical examination of 
the chest was impossible, as the child was very apprehensive, 
but a chest x-ray examination showed that he had a right 
pneumothorax and also demonstrated the subcutaneous 
emphysema of the neck. 

During the next two or three days this subcutaneous 
emphysema spread up into his face and down over the 
anterior and posterior chest walls, and then gradually dis- 
appeared. Treatment consisted in sedation and a course of 
oxytetracycline, 

A month later the child was readmitted for four days with 
a mild attack of asthma, which gradually subsided without 
treatment. 

On May 12, 1956, the boy was again admitted, this time 
with a 24-hour history of breathlessness and wheezing, for 
which he had been given ephedrine, without improvement. 
His temperature was 99.6° F. (37.6° C.), his right tonsil was 
injected, and there were generalized rhonchi in the chest. On 
sedation he settled down well. The following morning the 
child, although generally much better, seemed to have a 
rather puffy face. This was found to be due to subcutaneous 
emphysema which had developed overnight and involved the 
neck and chest wall as well as the face. 

Over the next 48 hours this increased in extent and then 
disappeared during the following week. An x-ray examina- 
tion of the chest on this occasion showed consolidation of 
the anterior segment of the right lower lobe. There was no 
pneumothorax. Treatment was again sedation, and he was 
also given a course of sulphadimidine. At no time was the 
child particularly distressed by the presence of the sub- 
cutaneous emphysema. 

Family History—The patient was an only child. His 
mother suffered from hay fever. His father gave a rather 
interesting story: he had been in the R.A.F., and described 
how, when undergoing an examination in which he had to 
perform the Valsalva manceuvre, he had suddenly developed 
a swelling in the neck. In his case, however, further investi- 
gations proved that he had a laryngocele. 


COMMENT 

Various theories on the mechanism of subcutaneous 
emphysema complicating asthma have been suggested, but 
the most generally accepted seems to be that an alveolus 
ruptures and air escapes into the lung tissues and tracks 
along perivascular spaces to the hilum and then along the 
fascial planes into the neck. It is possible for the pressure 
of this escaping air on the large vessels at the hilum and in 
the mediastinum to cause cardiac and respiratory embarrass- 
ment. Some air may track towards the periphery of the lung 
and collect under the pleura. If the pressure of this causes 


the pleura to rupture a pneumothorax will result. Alterna- 
tively, an emphysematous bulla may rupture during an 
attack and produce this complication. 

Air is usually absorbed quickly from the tissues, and it is 
only if the rate of escape into the tissues is exceptionally 
great that any distress is likely to occur. In a crying, 
frightened child conditions exist for this to take place— 
hence the importance of sedation. 

Only two fatal cases have been reported. In one of 
these (Peterson, 1947) the subcutaneous emphysema was 
thought by the pathologist at necropsy to be incidental, the 
outstanding feature being the blocking of respiratory 
passages by tenacious mucus. The other patient (Wagner 
and Wagner, 1937) had, in addition, a localized spontaneous 
pneumothorax, and the final asthmatic attack lasted five 
months. 

Two cases have been reported in which incision of the 
subcutaneous tissues has been necessary to allow the escape 
of air. One case occurred in a man of 21 who had suffered 
from asthma most of his life (Schrire and Schrire, 1952). 
During an asthmatic attack he developed gross subcutaneous 
emphysema, which spread down his arms to his hands and 
over the trunk as far as the groins. His breathing was 
laboured and his pulse rate rose to 150 a minute and was 
irregular. Following a transverse incision in his neck with 
exposure of the trachea, he made a good recovery. 

Thirty cases of subcutaneous emphysema complicating 
asthma have been reported in the literature, but as this con- 
dition is usually benign, requiring no specific treatment, it is 
possible that it may be far more common. 

MARGARET NorMan, M.B., D.Obst.R.C.0.G., D.C.H.., 
Paediatric Registrar, Bromley Group of Hospitals. 
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Action of Senna 


On February 23, 1957, two reports were published in the 
British Medical Journal (Browne et al., 1957; Duncan, 
1957) demonstrating the effectiveness of senna preparations as 
laxatives in controlled clinical trials. At that time the precise 
mode of action of senna and similar compounds was attract- 
ing our attention. It is traditional in pharmacological teach- 
ing to classify a number of purgatives as “irritant.” Not 
only senna, but cascara, rhubarb, aloes, mercury, and sul- 
phur come into this group—a diverse collection. The 
assumption seems to have been made that these substances 
directly “ irritate ” the intestinal mucosa, as a result of which 
the activity of the gut and, in particular, peristalsis is aug- 
mented so as to eject the offending material. The obvious 
inflammatory changes visible on, say, sigmoidoscopy in any 
patient with violent bowel activity, from whatever cause, 
lends support to this theory. However, the question 1s, 
which is cause and which the effect ? 

The manufacturers of the standardized senna preparation 
(“ senokot’) used in the two clinical trials quoted go so far 
as to claim that their product “ stimulates bowel peristalsis 
by the same neuromuscular mechanism that operates in the 
normal reflex of defaecation. There is no mucosal irrita- 
tion.” Another firm declares of an allied product that it 
“ stimulates peristalsis and the secretions of the colon solely 
by contact with the mucosa.” Search as we may in the 
literature, we can find no enlightenment on the fundamental 
mode of action of the so-called irritant purgatives. 

The results of a preliminary experiment that we have 
completed may perhaps be worthy of notice. Ten albino 
mice each weighing about 20 g. were dosed individually by 
stomach tube with 180 mg. of standardized senna prepara- 
tion (senokot) each day, this dose being considerably in 
excess of that used in medical practice. Fluid intake and 
diet were regulated. Moderate purgation was obvious with- 
in 12 hours. At intervals ranging from 2 to 11 days after 
the beginning of treatment the mice were sacrificed, post- 
mortem examinations were made, and sections of the ileum 
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and colon of each animal were prepared for histological 
examination. In no case was there seen any macroscopical 
or microscopical evidence of inflammatory change in the gut. 
A similar experiment was next carried out, but five of 
the mice each received 180 mg. of senna preparation daily 
and the other five were given 360 mg. each day. Treat- 
ment was continued daily for four weeks in all, but the 
diet otherwise was not controlled. At the end of the 
experimental period all the mice were sacrificed and exam- 
inations made as previously. Again, no evidence whatever 
was obtained of anatomical “ irritation,” structural damage, 
or inflammatory reaction, despite the mild purging that 
was observed while the animals were under treatment. 
There is a prima facie case, therefore, for believing that 
senna at least, and probably other “irritant” purgatives as 
well, act not so much by direct damage to the mucosa as 
functionally upon some mechanism of the gut. Pharmaco- 
logical experiments to elucidate this are in progress. The 
findings so far are suggestive, but remain to be repeated 
and confirmed. Details will be published when the experi- 
ments are concluded. 
A. H. Doutawarte, M.D., F.R.C.P. 
Roy Gou pina, M.B., B.Sc. 
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Spontaneous Ulnar Nerve Paresis 


When a peripheral nerve lesion in the arm is first noticed 
after an operation there is a tendency to attribute it to mis- 
management in the theatre. The thing speaks for itself—res 
ipsa loquitur—as may be said later. The following three 
cases of ulnar nerve paresis which developed during in- 
patient treatment are interesting in that two of the patients 
did not visit the operating theatre. In these two cases the 
paresis was noted during recovery from a serious illness ; in 
the third case it was noticed after an operation. In other 
respects the pareses were essentially similar. Almost com- 
plete recovery has taken place in about six months in each 
case. There was no apparent cause for the ulnar nerve 
paresis in any of these cases. 


Case REPORTS 


Case 1.—A housewife aged 56 was admitted to hospital 
in April, 1955, suffering from acute cholecystitis which 
resolved slowly under expectant treatment, including rest in 
bed and opiates. During the third week in hospital she com- 
plained of weakness and paraesthesia in the right hand. 
Examination revealed a partial ulnar nerve lesion, there 
being hypoaesthesia and muscular weakness in the hand. 
The sensory changes affected both ventral and dorsal areas 
of ulnar distribution, but the flexor carpi ulnaris was not 
affected. No cause for the paresis could be found, and re- 
covery took place slowly over the next three months. The 
patient volunteered the information that for many years 
she has, at intervals, been awakened at night with numbness 
and tingling in the right ulnar area which passes off on 
moving the arm into a more comfortable position, Right 
lateral recumbency is the position which provokes these 
attacks. 

Case 2.—This patient, a married woman aged 45, was 
a civil servant. She was treated in hospital for extensive 
second-degree burns of the back by the exposure method. 
For this she lay prone for a total period of three weeks, fre- 
quently putting her arms above her head on the pillow. A 
fairly large amount of sedation was required. About a 
week after admission she noticed a weakness in the right 
hand which examination showed to be an ulnar nerve 
paresis. Almost complete recovery was noted six months 
after her discharge from hospital. 

Case 3.—A fitter aged 54 was admitted to hospital for a 
left ureterolithotomy. Two days later he complained of 
weakness in the left hand which proved to be an ulnar nerve 
paresis. Careful review of his theatre management failed to 


reveal any cause for his paresis. Almost complete recovery 
was noted six months after his discharge from hospital. 


COMMENT 

The first patient’s experience of waking in the night with 
the whole or part of an arm paralysed or anaesthetic is a 
common one. The arm has been uncomfortably placed and 
a slight move in bed allows it to recover, perhaps with some 
tingling, and sleep to be resumed. I have questioned about 
30 presumably normal people—mostly colleagues and 
nursing staff—about this, and the comments which follow 
are based on their answers. The first feature of note is the 
difficulty in getting accurate information. It is often sound 
sleep which is disturbed by the phenomenon, it is rapidly 
resumed, and memory is blurred. Subjects have denied the 
experience only to come forward a few days later to tell of 
it. These features make statistical analysis worthless, and 
none is offered. 

Nocturnal episodes of paralysis occur at all ages, and in 
a very high proportion of people. Only one person ques- 
tioned had never experienced such episodes; amongst the 
others the frequency of occurrence varied from once only 
to as many as five times a night. Few people are troubled 
more than once a month. Two postures are particularly apt 
to produce attacks ; one is lateral or semiprone recumbency 
in which it is the under arm that is affected, and the other 
is supine recumbency with the arm above the head on the 
pillow. There is considerable variation in the severity of 
the attacks. In the grossest form encountered there is com- 
plete paralysis and anaesthesia of the hand, forearm, and 
elbow. The victim has to draw the arm from its uncom- 
fortable position with the other hand ; recovery then occurs, 
the last noted abnormality often being paraesthesia in the 
ulnar side of the hand. Less severe attacks are similar in 
nature. Over half the people questioned had noticed differ- 
ential involvement of the ulnar side of the hand; a fair 
number could definitely draw the line of abnormality down 
the middle of the ring finger. No one had noticed a differ- 
ential involvement of the radial side of the hand. 

Very few of those questioned were able to offer any 
explanation of why they woke during the episode—it is not 
uncomfortable until recovery starts—but there was a general 
agreement that they woke because of the attack. Some had 
experienced bad dreams. Occasionally people are woken by 
the alarm clock, to find their arm affected. This observation 
suggests that while the attack usually wakes the patient it 
does not do so with urgency. 

The most probable explanation of the attacks is that they 
are ischaemic, that the posture adopted occludes some vessel, 
and that the paresis results from the ischaemia. Where there 
is a definite peripheral nerve distribution, the ischaemia must 
be presumed to act, at least in part, by causing ischaemia of 
the nerve itself. In any case there can be little doubt, 
firstly, that the termination of the attack depends on alter- 
ing the position in bed, and. secondly, that if an episode 
remained unterminated in this way, then in due course 
damage would result to the nerve, which would be noticed 
as a paresis for some time subsequently. While the sequence 
of events leading to waking is undetermined it is very pro- 
bable that it is in the nature of a defence mechanism involv- 
ing higher centres, which would be interfered with by 
narcotics or analgesics. 

As already indicated, the frequency of the episodes is not 
great, but if one considers the possible sequel to a narcotic 
or sedative having been given on the occasion when the 
attack occurs, then a temporary paresis is a distinct possibility, 
and is offered here as the probable explanation of the three 
cases of ulnar nerve paresis described. Most sedated patients 
lie supine, but there is a growing tendency for the semiprone 
(or “ tonsil”) position to be used because of its advantages 
to the airway. 


Permission to publish the above case reports has kindly been 
given by members of the surgical staff of the Manchester Royal 


J. A. Carr, MB. FRCS. 
Surgical First Assistant, Manchester Roya! Infirmary. 
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LIFE AND WORK OF FREUD 

Sigmund Freud: Life and Work. Volume 3: The Last 

Phase, 1919-1939. By Ernest Jones. (Pp. 536; illustrated. 

35s.) London: Hogarth Press. 1957 
In this third volume of his trilogy, Dr. Ernest Jones brings 
the story of Freud to an end. Although not so exciting as 
the first volume, nor so informative as the second, it never- 
theless contains much of fascinating interest to the student 
of psycho-analysis ; for the author combines an account of 
the last 20 years of Freud's personal life with a survey of 
the amazing “ second period " of his contributions to mental 
science, a history of the psycho-analytical movement (which 
includes, incidentally, a good deal of Jones's autobiography), 
and a general appraisal of Freud's contributions to biology, 
anthropology, sociology, religion, occultism, art, literature, 
psychiatry, psychology, philosophy, and criminology. 

Throughout the whole of his trilogy Jones evidently 
found himself on the horns of a literary dilemma. It was 
clearly his duty to put on record the immense amount of 
information he possessed at first hand, or otherwise gleaned, 
regarding Freud's life and the growth of psycho-analysis ; 
but the more he overloaded his account with detail, either 
personal or scientific, the more risk he ran of sacrificing the 
literary canons of biography to the utilities of a psycho 
analytical Domesday Book. Fortunately for students of 
psycho-analysis he chose the former alternative, leaving the 
story of Freud to tell itself. And that, greatly helped by a 
judicious selection from Freud's voluminous correspondence, 
is exactly what it does do. Readers who are interested less 
in the development of Freud’s systems of thought than in 
discovering what manner of man he was, will find much to 
interest and even to delight them. They will no doubt also 
enjoy Jones's account of the various dissensions and defec- 
tions that punctuated the history of the psycho-analytical 
movement, and which he retails with obvious relish. All 
this may not be the best of biography, but it provides 
reading that is essential to the full understanding of psycho- 
analysis and of the architect of its fortunes 

EDWARD GLOVER. 


GROWTH OF NAVAL MEDICINE 
Vedicine and the Navy 1200-1900. By J. J. Keevil. Intro- 
duction by Sir Henry Dale Volume I-—1200-1649. (Pp. 255 
+viii: illustrated. 40s.) Edinburgh and London: E. and S 
Livingstone, Ltd. 1957. 

Commander Keevil, who is no stranger to the art of letters, 
has in this first volume of Medicine and the Navy demon- 
strated a most enviable capacity for delving into the 
mysteries of the long-gone past. Using an enormous mass 
of information from which he has been able to glean his 
facts, he has woven a most interesting and vivid story of 
the trials and tribulations of the seamen who made this 
country of ours the leading maritime nation in the world 
In navigating his ship through the troublous waters of 
prejudice, superstition, folk-lore, and, at times, just sheer 
pigheadedness, he has outlined the story of the growth of 
naval medicine, At the same time he has painted a fine 
picture of the jealousies that existed between the College 
of Physicians and the Company of Barber Surgeons; in- 
deed, much of his story is a demonstration of the dichotomy 
of the profession rather than naval medicine as such. But 
that very schizophrenia” from which medicine” 
suffered right up to the beginning of: the ninetenth century 
is used to show how the pressure exercised by the not always 
so silent Service drove the profession to realize that the 
complete doctor, not necessarily merely the naval variety, 
must have the dual qualification of physician and surgeon 
The story does not make it quite clear whether, to-day. 
we have to thank the Navy for the combination of gin and 
lime. but Volume I proves that the Navy at least put 
” on the gastronomic map as an essential addition to 


“ lime 


the diet of a seaman. Perhaps Volume II will trace the 
origin of the addition of the Plymouth product. One looks 
forward to the publication of the second volume, which 
doubiless will demonstrate the same careful attention to the 
detail of the growth of a medical service which justifiably 
has won the admiration of all the navies of the world. 

J. Dowse. 


THE LUNG AND SYSTEMIC DISEASE 


The Lung as a Mirror of Systemic Disease. By Eli H. Rubin, 
M.D. (Pp. 288+xx; illustrated. 95s.) Springfield, Llinois: 
Charles C. Thomas. Oxford: Blackwell Scientific Publica- 
tions. 1956. 
The ever-widening use of radiography in chest disease has 
had profound effects upon clinical practice. It has provided 
the means for earlier diagnosis of some pulmonary diseases 
than would be possible by other means, and thus it has 
become, in the form of mass and routine radiography, an 
essential tool in the control of pulmonary tuberculosis, It 
has permitted an anatomical precision in diagnosis unattain- 
able by other methods. But its very success has carried with 
it certain dangers. One of these is that chest physicians, and 
especially those concerned principally with tuberculosis. 
might become mere experts in the reading of chest radio- 
graphs, to the detriment of the ideal of the study of the 
patient as a whole. Fortunately this danger is largely 
counteracted by the fascinating glimpses of a variety of 
general systemic disorders which the chest radiograph 
sometimes gives. The interpretation of a radiographic 
abnormality may thus call for wide knowledge and experi- 
ence of general medicine, and for specialized investigation 
far outside the confines of the respiratory system, 

The object of Dr. Rubin's book is to discuss the problems 
presented by patients in whom an abnormality in the lungs, 
usually manifest chiefly in the radiograph. is a leading 
feature of a general systemic disorder. The subject is 
discussed under the headings of diseases of metabolism, 
diseases of the blood, allergic diseases (including the 
collagen diseases), diseases of the skin and mucous mem- 
brane, abdominal diseases and cardiovascular diseases. 
Some rather arbitrary placing is inevitable in fitting all the 
conditions discussed into these categories. For instance. 
hypertrophic pulmonary osteoarthropathy and cystic fibrosis 
of the pancreas are listed as diseases of metabolism ; diffuse 
interstitial fibrosis of the lungs of the Hamman-Rich type 
is included with the collagen diseases under allergic 
diseases ; and sarcoidosis is listed under diseases of the skin. 
Since the problem is, of course, a practical one, it is perhaps 
impossible to present it in a strictly logical way. The task 
of dealing informatively and clearly with such a wide cross- 
section of medicine is formidable, and Dr. Rubin is to be 
congratulated on his courage in attempting it. The illustra- 
tion of the text by case-histories derived from his own 
extensive clinical experience, and the bibliographies which 
follow each section, add greatly to the value of the book. It 
constitutes a useful source of reference both for chest 
physicians puzzled about the systemic implications of lung 
shadows and for general physicians seeking information 
about the lung changes in diseases usually presenting with 
extrapulmonary manifestations. 

J. G. SCADDING 


B.C.G. VACCINATION IN THE U.S.A. 


B.C.G. Vaccination Against Tuberculosis. By Sol Roy 
Rosenthal, M.D.. Ph.D. With sections by Dr. Camille 
Guérin, Dr. Bernard Weill-Hallé, and Dr. Arvid Wallgren 
(Pp. 385+ix; illustrated. 55s.) London: J. and A. 
Churchill, Ltd, 1957. 
A number of books and symposia on B.C.G. vaccination 
have appeared recently, but this is apparently the first of its 
kind from the United States, probably the only country that 
lacks any widely based official scheme for this form of 
prevention of tuberculosis. It is appropriate that the author 
should be Dr. S. R. Rosenthal, of Chicago, who for many 
years has made and studied the vaccine and advocated its 
wider application. 
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“Aspirin is a serious gastric 


irritant, particularly 


in peptic ulcer patients”* 


“Calcium aspirin...can be used 
with impunity”* 


* Extracts from B.M.J.. 2-7-55. 


SOLPRIN is accordingly often prescribed 


Solprin contains aspirin in soluble form. It is a highly 
efficient analgesic — the more quickly and easily absorbed 
by reason of its solubility. Dissolved in water, the tablets 
produce a solution of calcium acetylsalicylate. Solprin is ex- 
tremely well tolerated, even by sufferers from peptic ulcer. 

Solprin will be found particularly valuable when heavy 
or prolonged dosage is called for. 


Patients find Solprin easy to take and palatable. 
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Not advertised to the public 


Solprin is available only on prescription and only 
in Great Britain and Northern Ireland. Clinical 
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The prime purpose of the book is to examine the current Russell Brain was President of the Royal College of 
doubts and questions of professional groups in the U.S.A. Physicians. The talks ranged widely, for de la Mare— 


but it is likely to be of general value in assembling much of 
the knowledge on this subject, a great deal derived from the 
author's personal experiences. About half the book is 
devoted to the bacteriology of B.C.G. and to methods of 
preparation and administration, including a chapter on host 
response. Then, after consideration of the production of 
tuberculin sensitivity in animals and man and of experi- 
mental immunity, the principal trials in man are sum- 
marized and discussed. A point here is that while the U.S. 
Public Health Service’s Puerto Rico study is referred to and 
criticized—though the author's emphasis on the non-isolation 
of the vaccinated subjects as a factor in its unimpressive 
results is unlikely to be widely accepted—no mention is 
made of the equally discouraging results of the concurrent 
trial in schoolchildren in Georgia. After an interesting 
discussion on the results of vaccination in persons already 
infected by the tubercle bacillus, the final chapter aims to 
place B.C.G. correctly in the setting of a tuberculosis control 
programme, particularly in the U.S.A. Short sections of 
the book are contributed by Guérin, by Weill-Hallé, and by 
Wallgren. 
P. D'Arcy Hart. 


CONTRIBUTIONS TO PSYCHO-ANALYSIS 


Selected Contributions to Psycho-Analysis. By John 
Rickman, M.D. Compiled by W. Clifford M. Scott, M.D. 
With an Introductory Memoir by Sylvia M. Payne, C.B.E., 
M.B. (Pp. 411. 30s.) London: Hogarth Press and Institute 
of Psycho-Analysis. 1957. 
Dr. Scott may be congratulated on the difficult task of 
choosing and arranging a selection of the late Dr. John 
Rickman’s papers. A further volume wil! appear later. For 
many years Rickman held a distinctive place in British psy- 
chiatry. The British Journal of Medical Psychology, under 
his editorship, became the accepted medium for contribu- 
tions from psychiatrists of every “ school " and from research 
workers in mental hospitals. He was one of the founders 
of the Institute of Psycho-Analysis, and from 1948 until his 
death editor of the Inrernational Journal of Psycho-Analysis. 
The papers are arranged chronologically, and most of them 
appeared in psycho-analytical and psychiatric journals ; but 
several are of more general interest. “Psychology in 
Medical Education” and “The Development of Psycho- 
logical Medicine” are reprinted from the British Medical 
Journal. and an excellent paper, “ The Study of Hysteria in 
Two World Wars,” appeared in the Lancet. These add con- 
siderably to the appeal of the volume. “ The Development 
of the Psycho-Analytical Theory of the Psychoses ™ occupies 
almost one-third of the book. This unique survey of de- 
veldpments in psycho-analytical theory between 1894 and 
1926 might well have been a separate volume. It traces the 
early development of psychopathology in the Freudian 
system, and so will be of special value to postgraduate 
students in psychiatry. Unfortunately but scanty reference 
is made to the work of non-Freudian writers of this period, 
some of whom were valued by Freud himself. Psycho- 
analysis has altered substantially since 1926, and Rickman 
was well qualified to assess the importance of changed em- 
phasis, Dr. Payne in her introductory memoir tells us that 
he planned to bring his papers—and presumably this paper 
—up to date. But his early and unexpected death made the 
revision impossible, This volume will certainly take an 
honoured place as a source book in psycho-analytical 


literature. 
E. A. BENNET. 


TABLE TALK 
with Walter de la Mare. By Russell Brain. (Pp. 127. 
6d.) Faber and Faber. 1957. 
This little book of 127 pages is the record of 28 tea-time 
conversations with Walter de la Mare, made between 
August 11, 1951, and May 20, 1956, during which time Sir 


“'W.J.,” as the author came to call him—rapidly introduced 
new topics by what the psychologists call free association: 
as, for example, “ We discussed William Harvey and the 
circulation of the blood. What, asked W. J., did he really 
discover? Surely people must have known that the blood 
went round the body before Harvey. Didn't he spend a 
long time in a cave? He said he once wrote a poem about 
him ending up in the circulation of ideas.” As this passage 
shows, de la Mare built his conversation around questions. 
Naturally enough, literature figured largely in his talk, but 
there is much in this book about dreams and death, child- 
hood and memory, mind and the unseen. 

The book is brilliantly successful, and, though Russell 
Brain does not obtrude himself, his stimulating contribution 
to the conversations and his part in the admirable construc- 
tion of the book are everywhere apparent. In the intro- 
ductory chapter he writes: “A tea-talk is by its nature 
limited in time : after dinner you can talk all through the 
night, if you like; but not after tea. A tea-talk has some- 
thing of the restrictions of an art-form and the transience of 
mortality.” And in the final paragraph, “ This was to be 
the last of our talks, for when I next saw him his own cage- 
door stood open. .. . He greeted me with a smile and a joke 
about his lack of party manners. We spoke a little and I 
took his hand. Then, after a pause, he said: * All these 
onlookers ! There are so many of them. I wonder where 
they come from.’ He died a few hours later, in the night 
following the longest day.” 

This book proves that, while letter-writing may have died 
in the twentieth century, conversation remains. It joins on 
our shelves the pre-eminent Boswell and, juxtaposed but 
how far removed, Erckmann’s Conversations with Goethe. 
The recording of conversation is once again shown in this 
book to be an essential element in good biography. 

D. V. Husste. 


STRESS SIMPLIFIED 


The Stress of Life. By Hans Selye. Introduction by Sir 

Heneage Ogilvie. (Pp. 324+4xx;: illustrated. 18s.) London, 

New York, Toronto: Longmans, Green and Co. 1957. 
The first sentence of the preface states that the main purpose 
of this book is to tell, in generally understandable language, 
what medicine has learned about stress. The book contains 
five parts: (1) the history and discovery of stress ; (2) the 
physiological mechanism underlying the stress response of 
an organism ; (3) diseases of adaptation ; (4) a sketch of a 
unified system of medicine; and (5) psychosomatic and 
philosophical implications of the stress concept. The paper 
cover explains that Selye’s studies on stress have often been 
compared with “the contributions of Pasteur, Ehrlich and 
Freud,” and Sir Heneage Ogilvie, in the introduction, com- 
ments that Dr. Selye’s work is “ perhaps the greatest contri- 
bution to scientific medicine in the present century.” Few 
workers would at the moment wholeheartedly endorse these 
sentiments. There can be no doubt that Selye’s physio- 
logical findings are of basic importance. It is possible that 
his hypotheses in the field of clinical medicine are of equal 
importance; it remains to be seen. The physiological 
section of the book (Parts I and II) is clearly and lucidly 
written and presents a complex subject in a way simple 
enough to be valuable for the intelligent layman or the 
elementary student. The medical applications of the stress 
concept (Parts IIT and TV) are equally well and convincingly 
written, and for this reason may misrepresent the subject to 
the uncritical reader. The publication offers interesting and 
fairly easy reading ; it is persuasive and misleading in parts 
for the unwary ; and it forms an object lesson on the way 
in which a lifetime of specialized research may be integrated 
into a single picture and presented in a simple, understand- 
able way. This book is well printed and produced; it 
contains some plates, a glossary of scientific terms, and an 


index. 
G. W. Harris. 
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ANTIBIOTIC COMBINATIONS 

The advisability of using pairs of antibiotics instead 
of single ones is the most debated subject at present 
in the whole confused field of chemotherapy. It is 
not a new subject : the indications for combined treat- 
ment were stated in this journal four years ago by 
L.. P. Garrod,’ and these are the indications around 
which discussion centres now. They are—to achieve 
a synergic effect, when this is possible ; to cover all 
the elements in a mixed infection; to delay the 
development of bacterial resistance ; to permit the use 
of smaller doses of each antibiotic, thus diminishing 
the risk of toxic effects; and to treat urgent cases 
before a bacteriological diagnosis has been made. 
The issue now is not whether these are indications for 
combined treatment, but how often they are, whether 
such treatment should be resorted to exceptionally, or 
become a regular practice. 

The present controversy dates from the Fourth 
Antibiotics Symposium in Washington in October of 
last year, when the chairman, Dr. Henry Welch, 
heralded the use of antibiotic combinations as mark- 
ing a new era in therapeutics. Meanwhile antibiotic 
manufacturers had been devising new combinations, 
and the grandiloquent claims made for them provoked 
some briskly critical reactions*~™* on both sides of the 
Atlantic. Last May there followed a report’ by 
H. F. Dowling to the Council on Drugs of the 
American Medical Association entitled “ Mixtures of 
Antibiotics,” again examining the alleged advantages 
of such mixtures and granting their existence only in 
special circumstances. Thus synergism has been 
demonstrated between penicillin and streptomycin in 
the treatment of enterococcal endocarditis and 
between streptomycin and a tetracycline in brucellosis, 
but apart from these and a few instances in individual 
patients it has not been proved. For the treatment of 
mixed infections of the air passages or in relation to 
the alimentary tract (e.g., peritonitis) a single broad- 


* Garrod, L. P., Brit. med. J., 1953, 1, 953. 

* Ibid., 1957, 1, 1050 

> New Engl. J. Med., 1956, 268, 1057 

* Antibiot. Med., 1957, 4, 17. 

* Dowling, H. F., J. Amer. med. Ass., 1957, 164, 44. 

* Wier, J. A., et al., Dis. Chest, 1956, 30, 628. 

* Jawetz. E., Arch. intern. Med., 1952, 90, 301. 

* Lepper, M. H., Dowling, H. F., Jackson, G. G., Spier, H. W., and Mellody, 
M , Antibiotics Annual, 1956-7, 640. 

® English, A. R., et al., Antibiot. and Chemother., 1956, 6, 511. 

%® Garrod, L. P., Brit. med. J., 1957, 2, 57. 

4 Wiesmann, E., Schweiz. med. Wschr., 1957, 87, 1045. 

1 Fairbro.her, R. W., and Soathall J E. Lancet, 1957, 2, 974 
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spectrum antibiotic may be preferable to a mixture. 
That the acquisition of bacterial resistance is delayed 
by combined treatment is undoubted in tuberculosis ; 
in other infections this has yet to be demonstrated. 
The advantage of reduced toxicity from a smaller 
dose of each of two components has been claimed for 
a mixture of streptomycin and dihydrostreptomycin. 
The observations of J. A. Wier and his colleagues* 
show that the claim may be mistaken. In any case 
the argument would not apply to most mixtures, 
because Dowling and others insist that for adequate 
effect a mixture should contain full doses of both 
components. Another condition which has been 
repeatedly emphasized is that the organism must be 
normally sensitive to both antibiotics if any advantage 
is to be gained from combined treatment, though in 
fact there is one exception to this—namely, the action 
of penicillin plus streptomycin on an at least partially 
streptomycin-resistant strain of Str. faecalis.’ 

These arguments were put forward as a corrective 
to propaganda in fayour of the large-scale administra- 
tion of mixtures for a wide variety of clinical purposes 
before their value for many of these has been properly 
ascertained. It is admitted that they may have 
some unascertained value in particular circumstances. 
Synergy is one possibility, but it is often unpredictable, 
and can be verified for the individual case only by 
complicated laboratory tests ; that the effect will be 
the exact opposite of the one desired is also a possi- 
bility. The prevention or delay of acquired bacterial 
resistance is the other possible advantage about which 
much more information is desirable. One clinical 
trial designed for this purpose suggested that for the 
particular combination used the delay was short." 
Further studies on these lines would be helpful ; to 
plan and carry them to a clear conclusion will not be 
easy. Against these mainly hypothetical advantages 
in the use of commercial mixtures have to be set 
several undoubted drawbacks—expense, fixity of 
relative dosage, and the likelihood that a drug with 
toxic potentialities such as streptomycin is being used 
unnecessarily. Another consequence which would 
follow the general use of commercial mixtures has 
perhaps not been sufficiently emphasized. It is diffi- 
cult enough to appraise the relative merits of indi- 
vidual antibiotics now that there are so many: if 
various mixtures are to be used before their actions 
when given separately have been fully explored, this 
task will become hopeless. 

Some of this controversy has centred round the 
2:1 mixture of tetracycline and oleandomycin 
marketed as “ sigmamycin.” That this combination 
has a synergic action on some strains of staphylococci 
was reported by A. R. English and his colleagues,” 
whose findings are the main foundation of the claims 
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made for this product. In a recent paper in this 
Journal Garrod"” reported that he had failed to con- 
firm the results of these authors’ in vitro tests : for 
over 70 strains of staphylococci the minimum inhibi- 
tory concentration of this combination was in no 
instance significantly lower than that of the more 
active of its components. His paper includes obser- 
vations on the relationship between oleandomycin, 
erythromycin, and spiramycin and a discussion of 
their relative merits leading to the conclusion that 
erythromycin is preferable to the other two. These 
negative in vitro findings are confirmed by E. Wies- 
mann,*' who tested 10 strains of staphylococci and 
10 of streptococci and other bacteria with tetracycline, 
oleandomycin, and the 2: | combination, obtaining no 
evidence that the latter exerts any synergic action. 
More recently R. W. Fairbrother and J. E. Southall" 
have observed more varied effects from the 2:1 com- 
bination in tests with larger numbers of several species 
of bacteria: both synergism and antagonism were 
seen, the former almost exclusively when the strain 
was sensitive to both antibiotics. The difference was 
only twofold in 38 out of 44 of these instances: 2 
significant degree of synergism was thus very excep- 
onal. 

A much more extensive study, employing several 
methods of test, is now reported by M. Finland and 
W. F. Jones.'* They first compared the in vitro 
activity of erythromycin, oleandomycin, and spira- 
mycin against large numbers of strains of staphylo- 
cocci and of several varieties of streptococcus, much 
to the advantage of the former. They then com- 
pared the activity of 2: 1 mixtures of tetracycline with 
each of these three antibiotics with that of each of the 
four acting alone, using 34 strains of staphylococci with 
different sensitivity patterns. Although in general the 
activity of these mixtures was no more and sometimes 
less than would be expected as an additive effect, some 
of the strains used reacted differently. The tetra- 
cycline-erythromycin mixture showed synergy against 
one strain but what appears to be distinct antagonism 
against several others. Tetracycline + oleandomycin 
was more active than either of its components against 
8 strains but with only a twofold difference in 7 of 
them: here there were two instances of antagonism. 
leiracycline + spiramycin afforded 3 examples of 
marked synergy. These erratic results make it easier 
to understand why the findings of other workers using 
this form of test have been discordant. Although 
there must be reasons for these differences, and it 
would be interesting to know them, it is probably true 
to say that the effects of combined action cannot be 
determined satisfactorily in so simple a fashion. 

Another form of test used by Finland and Jones 
must be granted much more practical significance. 


Each antibiotic and each combination in two different 
proportions were administered to normal subjects, and 
the inhibiting activity of the plasma for three different 
organisms was determined after 1, 3, 6, 10, and 16 
hours. With equal total doses (in some tests the com- 
bination doses were higher) the antibacterial activity 
conferred on the plasma by any combination never 
significantly exceeded that produced by the more 
active of its components. Of the three combinations 
tesied, tetracycline + erythromycin was the most 
active, as would be expected. These findings must 
carry more weight than any purely in vitro study, and 
they fail to confirm that this type of combination has 
the virtue claimed for it. There remains a quesiion 
about the individual status of antibiotics in the 
erythromycin group. Discussing the apparent in- 
feriority of oleandomycin and spiramycin, Finland 
writes, “ It is, of course, possible that one or another 
of these erythromycin-like agents will be found to 
possess special virtues, not yet revealed, but the 
burden of proof must rest with those who advocate 
their use to demonstrate such an advantage clearly and 
unequivocally before» any of these agents could be 
considered as acceptable so long as erythromycin and 
other available and more effective agents retain their 
usefulness.” 


USE AND ABUSE OF BLOOD 


Since the war there has been a great rise in the amount 
of blood used in hospitals, whose demands could not 
have been met without the rapid organizational and 
technical advances that have been made in the trans- 
fusion service. Although as a whole the service 
appears to be satisfactory at the moment, many 
workers in this field, as correspondence in this Journal 
has shown, are apprehensive about the future. What 
are the facts ? In 1951 approximately 500,000 bottles 
of blood were issued to hospitals: this year the figure 
will be over 700,000. If, as Drs. C. Bowley and J. 
Darnborough' imply in an informative and thought- 
provoking letter, the rise continues at this rate, the 
present service may prove to be inadequate. 

There are several reasons for the increased use of 
blood transfusion in treatment. First, the rapid strides 
in surgical techniques, anaesthesia, and the use of 
antibiotics has allowed the surgeon to perform opera- 
tions previously impossible. Operations on the heart 
and lungs, pelvic evisceration, porto-caval anastomo- 
sis, and so on are becoming commonplace in many 
hospitals. Requests for from 5 to 10 bottles of biood 
are commonly made for these cases, and often all are 
used. There has also been a great increase in the amount 
of blood used for the treatment of civilian injuries and 
of obstetric and intestinal haemorrhage. The indica- 
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tions for exchange transfusion have been extended 
from haemolytic disease of the newborn to include 
any jaundiced infant in danger of kernicterus, what- 
ever the cause of the jaundice. Large volumes of 
blood, plasma, and plasma products are being increas- 
ingly used in the management of haemophilia. The 
demand for blood for patients in all these categories 
will certainly not decrease in the future ; in fact, it 
will probably increase. Then again blood is now 
often required for patients suffering from diseases 
which can be treated by other means. It is not un- 
common for patients with iron-deficiency or perni- 
cious anaemia and post-operative or post-natal 
anaemia to be given blood so that they can be dis- 
charged from hospital more quickly: Bowley and 
Darnborough quote instances of this in their letter 
published this week (page 1432). There is usually 
little justification for such transfusions. Apart from 
the chance of the patient being sensitized to blood 
group antigens or of developing a post-transfusion 
virus hepatitis (the incidence of this is approximately 
0.2%), there is still the possibility of giving incom- 
patible blood: the factor of human fallibility can 
never be entirely removed, however excellent the 
laboratory and clinical facilities. 

A third group of patients to whom blood is now 
often given are those suffering from incurable diseases. 
Although not affecting the outcome, a blood trans- 
fusion may allow the patient a measure of comfort 
in the terminal stages. This is, of course, a matter 
entirely for the clinician in charge of the case, but a 
difficult decision may have to be made by the patho- 
logist in charge of the hospital blood bank when he or 
she, having only a limited quantity of blood available, 
is faced with two requests, one for a dying patient and 
the other for a patient undergoing, say, a gastrectomy. 
Difficulties of this sort should be the concern of a 
senior member of the hospital’s pathological staff 
a point made by Dr. C. B. V. Walker.* So often the 
blood bank is administered by the resident patho- 
logist, who is not always willing or able to question 
requests from clinicians. A further important reason 
for the increased demand for blood is the practice of 
surgeons to request blood to be crossmatched and 
available for immediate use at routine operations.° 
At the present time, over the country as a whole, 
approximately 14° of all blood issued to hospital 
laboratories is returned unused, and usually out of 
date, to the transfusion centres. In some areas it is 
as high as 25%. Probably most of the blood returned 
in this way has been crossmatched with a view to use 


' Bowley, C., and Darnborough, J., Brit. med. J., 1957, 2, 940. 
* Walker, C. B. V.,ibid., 1957, 2, 1046 

* Baddeley, R. M., ibid., 1957, 2, 1305. 
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during surgery. In practice it should be possible to 
cut down this wastage of blood. Pilot tubes, as 
mentioned by Dr. M. S. Beare' and Dr. George 
Discombe,” are now in use in the majority of 
regional centres. Clinicians should keep a close 
watch on the bottles crossmatched in this way, and 
make sure that unused bottles are returned to the 
bank as soon as possible: it is rare for blood not used 
within 24 hours of an operation to be used at all. 
Again, it would be advantageous if surgeons were 
more specific about their needs: often blood is 
requested solely because the houseman is not clear 
about his chief's requirements and so crossmatches an 
excess “to make sure.” But in many cases the sur- 
geon would be satisfied if the patient’s blood was 
grouped and the assurance was given that compatible 
blood could be obtained within 20 minutes to a half- 
hour. 

The shortage of blood is not spread uniformly 
throughout the blood groups: the supply of rhesus- 
negative blood is invariably restricted. One method 
of overcoming this is to take blood from these donors 
more often, but this has its limits. In some areas 
women who have been found to be Rh-negative at 
antenatal testing are sent a letter in which the special 
value of their blood, particularly for haemolytic 
disease of the newborn, is explained to them, and they 
are encouraged, as an entirely voluntary service, to 
enrol as regular donors as soon as they are fit. A 
response of up to 23% has been achieved by this 
simple measure. A factor which may increase the 
shortage of blood in the future is the loss of National 
Servicemen, who in the past have made a substantial 
contribution to the blood banks. One possible way 
of obtaining additional donors would be to ask the 
relatives of patients to give their blood. This has 
obvious advantages, but some, not so obvious, 
disadvantages. If each hospital took blood from 
patients’ relatives it would greatly increase the number 
of “one time only ” donors. Each hospital labora- 
tory would require special, often very scarce, sera. 
because donor blood requires more detailed tests than 
is necessary for recipients. It is more time-consuming 
to take blood from 5 to 10 relatives a day than to 
bleed 50 donors at one session lasting 2-3 hours. Per- 
haps more use could be made of the American system 
whereby relatives are asked to donate blood to replace 
that given to the patient. Hospitals could hold donor 
sessions for relatives at, say, fortnightly intervals and 
put experienced staff in charge ; or they could refer 
relatives to convenient donor sessions near by. Many 
who responded might be encouraged to become regu- 
lar donors. The paying of donors, which has been 
tried and found wanting in some countries, has little 
to recommend it, and would be repugnant to the 
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majority of them: most donors refuse even the offer 
of a small sum of money to cover the cost of their 
journey to the session. 

The solution of the problem of providing hospitals 
with all the blood they want is not just a matter of 
recruiting more donors and of replacing the existing 
inadequate buildings where much of the work of the 
transfusion service goes on. The urgent need is for 
everyone, whether regional transfusion officer, hos- 
pital pathologist, or clinician, to think how present 
facilities can best be used. W. A. Ramsay,‘ speaking 
recently at a symposium on “Compatibility Tests for 
Hospital Use,” said, * I don’t know what we are going 
to do about it (the increasing ust of blood). It is a 
very thorny problem as to whether blood should be 
available every time it is demanded by a clinician, and 
it is indeed a problem which will have to be settled.” 
But by whom is it to be settled ? At the moment the 
burden is borne by the hospital pathologist in charge 
of the blood bank, and it is no light one. Placed as he 
is between the staff of the transfusion centres and the 
clinicians in the wards, he attempts to acquaint both 
sides with the difficulties, receiving complaints from 
both and thanks from neither. 


LOCAL PROPHYLAXIS OF INFLUENZA 
Can one prevent influenza by gargling or by local appli- 
cations to the nose or throat? Many must have asked 
this question in the past few weeks, and I. G. K. Menon! 
thinks that he has answered it in the affirmative in work 
on iodine at the Pasteur Institute, Conoor. After con- 
firming the inactivating action of various iodine prepara- 
tions on influenza virus when mixed and held for 15 
minutes before inoculation into eggs, Menon and C. W. 
Shaw® used iodine in a school at Lovedale shortly after 
an outbreak of influenza developed in May, 1957. One 
section of the schoolchildren among whom cases of 
influenza had already occurred received colloidal iodine 
spray to the throat and nose twice daily and a daily 
painting of the throat with Mandl’s paint. The other 
section received only saline gargles and a placebo con- 
taining quinine. When numbers of cases had occurred 
in the latter section Mandl’s paint was applied twice 
daily to the throat, and later colloidal iodine was used 
as well. The authors observed a sharp drop in the num- 
bers of fresh cases each time within 24 hours of using 
Mandl’s paint, and they infer that the treatment had a 
prophylactic effect on the infection. Unfortunately their 


Menon, I. G. K., 193), 

2? _.. and Shaw, C. W., ibid., 1957, 54, \ 

° Stone, J. D., and Burnet, F. M., Aust. J. exp. Biol. med. Sci., 1945, 23, 205. 

‘ Smorodinzew, A. A., Gulamow, A. G., and Tschalkina, O. M., Z. Klin. 
Med., 1940, 138, 756. 

Isaacs, A., and Roden, A. T., Lancet, 1956, 2, 697. 

* smorodinzew, A. A., Proceedings of the Third International Meeting of 
Biological Standardization, Prague, 1957. — 

* Sery, J., Tumova, B., and Radkovsky, J., ibid. 

* Laidlaw, P. P., Smith, W., Andrewes, C. H., and Dunkin, G. W., Brit. J. 
exp. Path., 1935, 16, 275. 

sd Henle, W.., Stokes, J. Jr., and Shaw, D. R., J. Immunol., 1941, 40, 201. 

1 Lyons, W. R., and the Naval Laboratory Research Unit No. 1, Amer. J, 
med. Sci., 1944, 207, 47. 

»! Zellat, J., and Henle, W., J. Immunol., 1941, 42, 239 

'? Isaacs, A., Negroni, G., and Tyrrell, D. A. J., Lancet, 


D 


1957, 2, 886. 


deductions lack statistical validity. However, the destruc- 
tive action of iodine on influenza virus is worth recalling. 
J. D. Stone and Sir Macfarlane Burnet*® demonstrated in 
1945 that iodine vapour in a concentration of one in ten 
million would inactivate influenza virus almost instan- 
taneously provided the virus was present in the form of 
a wet mist. So Menon’s claim has some theoretical 
backing and further exploration of the idea is justified. 

Meanwhile Russian workers* have long advocated the 
local prophylaxis of influenza with specific antiviral 
preparations such as immune horse serum and more 
recently with live virus vaccine.’ Details of both 
methods were given recently by A. A. Smorodinzew® and 
by Czech workers’ at the Third International Meeting of 
Biological Standardization held in Prague. The prophy- 
lactic action of an antiviral horse serum given intra- 
peritoneally to mice on the development of influenzal 
pneumonia was reported by P. P. Laidlaw and others’ 
at the National Institute for Medical Research so long 
ago as 1935. American workers**” thought that, dose 
for dose, immune horse serum was more efficient when 
given intranasally to mice than when given intraperi- 
toneally, but they also thought that there was some risk 
of sensitization if the same material was used in man. 
J. Zellat and W. Henle'' showed that it was not possible, 
by means of intranasal serum, to protect ferrets, in 
which influenza virus infection is closely similar to that 
in man, 

Smorodinzew® recommends that the hyperimmune 
horse serum should be given by local insufflation of a 
dried powder, but the Czech workers sprayed into the 
nose an atomized liquid preparation,’ giving 0.5 ml. via 
each nostril. No adverse reactions were observed among 
8.000 workers from among a group of 30,000 under 
observation at several industrial centres. Allergic 
patients were excluded. Among patients given the 
serum, morbidity fell in some groups to a half or one- 
third that found in untreated controls, particularly during 
the first week after the application. This trial of serum 
in the face of an outbreak of influenza demands the 
most scrupulous assembly of the two groups of immu- 
nized and control persons. Provided no bias entered 
into the selection, the results described may be con- 
trasted with those following administration during the 
same period of inactivated vaccine, because this requires 
at least a week before antibodies develop. As for live 
influenza virus vaccine, this is a subject fraught with 
difficulty, as experiments at Salisbury® '* have shown. 


CARE OF THE CHRONIC SICK 


In the debate on the report of the Guillebaud Committee 
in the House of Commons last year' there was much 
emphasis on the need for developing services designed 
to help old people. Official guidance on how to over- 
come the administrative difficulties in the way of such 
development has been meagre, and the Ministry of 
Health’s recently published report? on the services avail- 
able for the chronic sick and elderly is therefore wel- 
come. The findings in the report, which was prepared 
by Dr. C. A. Boucher, are based on a national survey 
carried out in 1954 and 1955 of the services provided 
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for old people, and the principal general conclusions and 
recommendations have been issued by the Minister in 
the form of memoranda to hospital authorities and wel- 
fare authorities. One of the report’s most important 
recommendations is that “hospital authorities should 
give high priority in the allocation of their resources to 
the establishment in every hospital centre of a geriatric 
department under the charge of a specialist physician, 
whether a general physician with a special interest in the 
subject or a physician working only in this field, and 
with full supporting services.” At the time of the survey 
geriatric physicians of consultant or S.H.M.O. status had 
been appointed in only one-third of the hospital groups 
which had beds for the chronic sick. It was therefore 
possible to compare the quality of the services provided 
by hospitals with and without geriatric units. Much of 
the work done for the elderly and chronic sick by general 
physicians is highly successful, but unless a physician has 
been specifically appointed to be responsible for the 
planning of the geriatric services the best use is not 
always made of hospital beds. The surveying teams 
found that where there was a consultant whose primary 
interest was in geriatrics “the service benefits incom- 
parably.” The report also shows that the standards of 
hospital staffing vary greatly throughout the country 
and that sometimes they are totally inadequate. In one 
hospital group a paediatrician provided medical super- 
vision of the chronic sick, in another a consultant in 
obstetrics and gynaecology, while in a third area a con- 
sultant anaesthetist decided on priority of admission and 
supervised the medical care of the patients. 

While few would contend that geriatrics is a clinical 
specialty, it is generally accepted that the care of the 
aged sick presents problems not encountered in the treat- 
ment of other patients. The practice of geriatric medi- 
cine has as its object the physical and social rehabilita- 
tion of patients suffering from the effects of degenerative 
changes and from long-continued illness. The report 
States that “the Minister recognizes that there are not 
at present enough candidates with appropriate experience 
in general medicine applied to the care of old people to 
fill consultant appointments on a large scale.” Some of 
the desired increase in the number of consultant appoint- 
ments might be attained if senior medical registrars were 
allowed to spend one or two years of their tenure of 
office in established geriatric units. Such training would 
be valuable even for those who remain in “ general” 
medicine, since all physicians must practise some 
geriatrics. Indeed, even in general hospitals containing 
well-developed geriatric departments the proportion of 
patients over 60 in the acute medical wards may already 
be over 50% and is likely to increase. 

While the report deals at greatest length with the hos- 
pital care of the elderly, since there has previously been 
no “official” policy on this, it also makes recom- 
mendations for improving the services provided by local 
authorities. A comprehensive service can be achieved 
only if the welfare and hospital authorities fully accept 
their respective responsibilities, which the Minister has 
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now defined. The welfare authority is expected to 
provide care for the infirm (including the senile) who 
may need help with dressing, toilet, meals, and so 
on, and also to care for those elderly persons already 
in welfare homes who have t. take to bed and are not 
expected to live more than a few weeks. Many welfare 
authorities are not at present providing these services ; 
nor can they provide them without incurring heavy addi- 
tional expenditure on premises and staff. Both hospitals 
and local authorities should find the present report of 
great value in their planning of geriatric services and in 
making of improvements in the existing organization. 
There are suggestions for the provision of laundry ser- 
vices, health visiting, chiropody, and advisory health 
clinics, the outstanding example of which is the consullt- 
tative health centre at Rutherglen.* All these ancillary 
services are aimed at the maintenance of the health of 
the elderly in their own homes. Indeed, the success of 
the geriatric services can be measured only by the extent 
to which the needs of the elderly at home are met and 
by the efficiency with which a hospital serves the local 
community. 


ANDROGENS AND ERYTHROPOIESIS 


Administration of androgens causes flushing of the face, 
but it is less well recognized that androgens stimulate 
haemopoiesis, with a rise in the haemoglobin percentage. 
Both these effects have been frequently observed in 
patients regularly receiving androgens for the treatment 
of metastatic breast cancer. In a recent series of 68 
cases clear evidence of increased erythroid activity was 
found in 35%. In this group the average rise in haemo- 
globin was from 12.9 g. to 17.2 g. per 100 ml. There 
was a Similar rise in the red-cell count. That this rise 
in haemoglobin was due to haemopoiesis and not to 
haemoconcentration was shown in 11 of these cases, in 
which the red-cell mass was measured by isotope tagging. 
There was a significant rise in red-cell mass in 6 of these, 
the peak response occurring two to four months after the 
start of testosterone therapy. These increases occurred 
in persons who were receiving no medicinal iron or other 
haematinics. They were accompanied by no significant 
change in the concentration of serum iron, but occasion- 
ally this tended to fall slightly. This slow, steady rise 
in haemoglobin in response to androgenic hormones 
suggests that they provide a specific stimulus to erythro- 
poiesis. The ability of the androgens to stimulate pro- 
duction of red cells beyond the normal range is especially 
interesting, since this property is shared by very few 
other agents, anoxia and cobaltous chloride being the 
main ones. 

It would seem that testosterone may prove to be bene- 
ficial in some other anaemic conditions. B. J. Kennedy 
and A. S. Gilbertsen* have already found it to be so 
in some anaemic patients.‘ In a man with chronic 
glomerulonephritis, uraemia, and primary hypogonadism 
the haemoglobin was raised from 8.2 to 14 g. per 100 ml. 
after five months’ therapy. In another man with an 
atypical myelofibrosis and chronic myelogenous leuk- 
aemia the haemoglobin was raised from 6.1 to 14 g. per 


* Kennedy, B. J., and Gilbertsen, A. S., New Engl. J. Med., 1957, 266, 719. 
* Watkinson, G., McMenemey, W. H., and Evans, G., Lancer, 1947, 1, 631. 
* Danghaday, W. H., Williams, R. H., and Daland, G. A., Blood, 1948, 3, 1342. 
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100 ml. after six months’ treatment. Such cases of 
anaemia are usually resistant to traditional haematinics, 
and androgens may well prove therefore to have a place 
in their treatment. But little is yet known about the best 
use of androgens in such disorders. It might be expected 
that they would be most effective in patients whose pro- 
duction of androgens is inadequate. It is especially so in 
hypopituitarism and eunuchoidism, and scattered reports 
of the value of androgens in the anaemia associated with 
these conditions have appeared.°* Many wasting dis- 
orders are associated with deficient production of andro- 
gen, and testosterone may prove of value in other 
secondary or “toxic” anaemias besides those of meta- 
Static carcinoma. Cortisone does not have the same 
erythropoietic effect as androgens : its action is irregular 
and may be absent in many cases for reasons which are 
quite unknown. 


HAEMATITE PNEUMOCONIOSIS IN 
CUMBERLAND MINERS 


The deposition of iron oxide in the lung, known as 
siderosis, and found among knife grinders, silver 
polishers, electric arc welders, and, especially, iron ore 
miners, was long believed to be a harmless retention 
of dust, unaccompanied by any consequent fibrosis. 
Now more recent investigations have shown that the 
radiographic shadows indicate a certain amount of 
fibrosis, reticulation, and focal emphysema. These 
lesions are associated with dyspnoea on exertion or 
chronic bronchitis. A study of the iron-ore mining 
industry in Cumberland,' where, in the north-west area, 
the haematite deposited at depths approaching 1,500 ft. 
(450 m.) is dry, crystalline, and with an index of hard- 
ness similar to that of pure quartz, has revealed that a 
progressive massive fibrosis does occur among the 
miners, and that it is a modified form of infective 
pneumoconiosis, with a high incidence of associated 
tuberculosis. Furthermore, a surprisingly large number 
of cases of primary lung carcinoma have been observed. 

Analysis of the causes of death among 58 iron-ore 
miners on whom post-mortem examinations have been 
performed during the past two and a half years shows 
that 30% have died of pulmonary tuberculosis, suggest- 
ing that the dust predisposes to infection and the develop- 
ment of progressive tubercular disease. With regard to 
carcinoma of the lung, even when the rising incidence 
during the past 50 years among the general male popula- 
tion is taken into consideration, the number of deaths 
from primary lung carcinoma among the relatively small 
number (about 1,000) of haematite miners now employed 
is disturbingly high. Among 58 necropsies of iron-ore 
miners between 1954 and 1956 there was an incidence of 
12% as compared with 5% in 661 males, not haematite 
miners, of more than 30 years of age. The striking 
feature of the tumours is their location in sites where 
dense fibrosis is commonly seen—that is to say, at the 
periphery, immediately under the pleura, and only later 
involving the hilum. The only similar increase in lung 
cancer in other siliceous industries has been noted in 
moulders, foundrymen, and asbestos and chromate 
workers. Moulders and foundrymen, like the haematite 
Faulds, J. S.. J. clin. Path.. 1957, 10,187. 


miners, are exposed to the physical combination of silica 
and iron, acting as an irritant and leading slowly to 
fibrosis, while both asbestos and chromate contain a 
varying amount of iron in their chemical composition. 
It is suggested, therefore, that silica alone is not the 
cauSal agent of the tumours of iron-ore miners, and that 
they arise from the epithelial cells, damaged by the 
chronic irritation of ferric oxide and silica, at the edge 
of a fibrous mass. 

Another lesion occasionally seen in haematite miners 
is a lymphadenitis of the hilar glands, with an associated 
sclerosing bronchitis and ulceration into a bronchus. 
The development of pulmonary tuberculosis and car- 
cinoma is a slow process—the average age of those dying 
of the former was 57 and of the latter 61—and can be 
correlated with the great increase in mechanization at the 
beginning of this century, with a consequently great 
increase in production of dust. During the last 20 years 
measures undertaken to suppress dust have improved the 
general health and the radiographic appearances of the 
lungs of iron-ore miners, but it is only by keeping 
accurate records in the industry, in hospitals, and in 
post-mortem rooms that a true picture of the factors 
responsible for the disease can be established. 


SUCCESS STORY 


As the clinical physiologist of the operating team, the 
anaesthetist has been well to the fore in the spectacu- 
lar advances made by surgery in the past twenty or 
thirty years. In the words of a great contemporary 
surgeon, his “understanding and expert partnership 
have won him a new respect and importance.”' The 
meetings held in London last week to mark the silver 
jubilee of the Association of Anaesthetists fittingly 
celebrated the maturity of what is now an essential 
specialty. Twenty-five years ago, as Dr. T. Cecil Gray 
said at the jubilee dinner (see page 1445), there were 
only fifty specialist anaesthetists in the whole country. 
There were no chairs of anaesthesia, no diplomas in 
anaesthetics, and no Faculty of Anaesthetists. Cyclo- 
propane had just been introduced, but intravenous 
anaesthesia with barbiturates had barely been heard of, 
and the use of trichlorethylene, curare, and hypothermia 
in anaesthesia was still a good many years ahead. In 
nearly all these advances British anaesthetists led the 
world, and they were admirably supported by the British 
pharmaceutical industry. No wonder the Minister of 
Health, speaking at the jubilee dinner, said that the 
growth of anaesthesia was a part of the success story 
of science. 


ROYAL COMMISSION DELAYED 


The chairman of the Royal Commission on Doctors’ 
and Dentists’ Remuneration has written to the Minister 
of Health and the Secretary of State for Scotland to say 
that the Commission’s task is proving more complicated 
and therefore taking longer than he had first expected. 
His letter is published in this week's Supplement at page 
193. Its implications will be considered by the Council 
of the Association at its meeting on December 18. 
Jfferson, G., Brit. med. J.,1950,1,8. 
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FOOD AND HEALTH* 


BY 


H. M. SINCLAIR, D.M., M.R.C.P. 
Vice-President, Magdalen College, Oxford 


The theme selected this year for World Health Day is 
“Food and Health,” but I think it would be better 
slightly to alter this to “ Food for Health.” It is not 
always remembered that the purpose of food is to 
promote health, and nutrition stands here pre-eminent, 
as it is now the most important single environmental 
factor affecting health. Since salus populi suprema lex, 
the Ministry of Health should be the key Government 
Department, but it tends to be a rather junior Ministry 
of Disease. 

A century and a half ago my great-grandfather, Sir 
John Sinclair, created and became first President of the 
Board of Agriculture. Later Fisheries were added, and 
recently Food was included as an addendum. The pur- 
pose of agriculture and of fisheries is to produce food, 
and the purpose of food is to promote health. To ensure 
that the maximum amount of the right type of food is 
produced these activities might best be concentrated in 
the Ministry of Health, and I should like to propose the 
abolition of the Ministry my great-grandfather created. 
Indeed, during the second world war the Cabinet sensibly 
decided that nutritional policy should be dictated by the 
Ministry of Health and that the implementation of that 
policy was the province of the Ministry of Food and 
only secondarily of the Ministry of Agriculture and 
Fisheries. Under the wise scientific guidance of Sir 
Wilson Jameson at the Ministry of Health and of Sir 
Jack Drummond at the Ministry of Food, that policy 
was highly successful, particularly as in this war, unlike 
at certain disastrous periods in the first world war, we 
had brilliant Ministers, outstandingly Earl Woolton, who 
sought and took scientific advice. 


Nutrition of Children 


We all know the remarkable effect that the dict of the 
expectant mother has upon the complications of pregnancy 
and upon the health of the infant. The infant mortality 
in this country is only one-seventh of what it was a century 
ago and half what it was twenty years ago, and it continues 
to fall in a most encouraging way. But the stillbirth rate 
is not falling and the death rate from toxaemia of pregnancy 
remains high. The Welfare Foods Service, which costs over 
£15 million yearly and was recently transferred from the 
Ministry of Food to the Ministry of Health, is no doubt 
responsible for a very significant part of the improvement, 
but I suspect that we have been a little too complacent 
about its merits and have not striven through research to 
reach perfection in it. There are, we know by experiment, 
defects in cow's milk as a food for infants, since it is 
demonstrably inferior to human milk in the type of fat it 
contains, and National dried milk has more serious defects - 
Orange juice may not be the ideal vehicle for vitamin C 
because of the citral it contains (though almost no research 
has as yet been done on this); and cod-liver oil is far from 
being the best vehicle for vitamins A and D because of its 
negligible content of vitamin E and essential fatty acids and 
high content of foreign unsaturated fatty acids. 


*Address (here slightly abridged) delivered in the Beveridge 
Hall of London University on April 6, 1957. to celebrate World 
Health Day, in the presence of Mr. Dennis Vosper, the then 
Minister of Health, and of H.E. Mrs. Pandit, with Sir Allen 
Daley in the chair. 
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An annual expenditure on research of one-hundredth of 
that cost of over £15 million might well have saved millions 
of pounds; for instance, the Government has accepted a 
recommendation of a committee under the chairmanship 
of Lord Cohen of Birkenhead that welfare orange juice is 
not required by children over 2 years of age, to whom 
it has unnecessarily been administered for 15 years at a cost 
of about £} million yearly. A little research costing a few 
thousand pounds could have established that and so saved 
£74 million. Therefore, though the Welfare Food Service 
has been and is a great contribution to the health of the 
nation, we might do well to examine it critically and make 
it even more significant. 

A remarkable improvement has occurred in the heights and 
weights—and indeed in the health—of schoolchildren, The 
present admirable school meals service may be traced to the 
Destitute Children’s Dinner Society of a century ago, but 
as recently as 1934 an administrative rule was made that a 
child must be both poor and suffering from malnutrition in 
order to qualify. We passed through the period of “ feeding 
centres” for necessitous and undernourished children to the 
present excellent school meals and milk services, which in 
their present form date from 1945 and 1946 respectively. 
I hope these have come to stay, because they not only 
contribute importantly to the nutrition of the child, but also 
educate the child—and through the child the family—in the 
right choice and preparation of foods. 

Having handed this well-deserved bouquet to the Ministry 
of Education, whose Chief Medical Officer is the Chief 
Medical Officer of the Ministry of Health, I must add a 
word of caution. I have for years carried on a lonely cam- 
paign against the overfeeding of children. In every animal 
in which the experiment has been made it has been shown 
that overfeeding during the period of growth and develop- 
ment shortens this period, so that adult size is reached 
earlier, and also shortens life. I believe this is a real danger 
in the U.S.A., and I believe we also must be careful lest 
by overfeeding children we hasten chronic degenerative 
diseases. Cow’s milk is not a perfect food for man, mainly 
because of the composition of its fat, and I think we most 
seriously need research into the optimum diet for producing 
the optimum rate of growth of children. 


Degenerative Diseases in Adults 


I have mentioned chronic degenerative diseases, and we 
think of these in particular in turning as I now do to adults. 
A former Surgeon-General of the U.S.A.. Dr. Thomas 
Parran, once said that like an iceberg nine-tenths of our 
malnutrition—and the most dangerous part—lies under the 
surface. One-tenth is obvious and easily detected ; not many 
years ago we had gross cases of rickets, scurvy, and 
nutritional anaemia in this country. Still in different parts 
of the world pellagra and beriberi are endemic, and in 
certain countries goitre and imbecility from cretinism are 
widespread ; indeed, though we know the cause and method 
of prevention of beriberi, it is increasing. No research is 
needed to detect these tragedies, because they are so 
obvious: food and education are required for their preven- 
tion. Only 22 years ago, Dr. Cicely Williams first described 
kwashiorkor, a disease of protein malnutrition that kills 
half the infants born in certain underdeveloped countries. 
Can it be that other nutritional disorders remain 
unrecognized ? 

When Dr. Williams made that discovery I was a medical 
student, and I started to work on human nutrition because 
I had become convinced that what was and is perhaps the 
most serious problem in medicine arose from alterations in 
our diet from the processing and sophistication of foods. 
My clinical teachers could not answer why the expectation 
of life in this country of the middle-aged man is hardly 
different from what it was at the beginning of this century 
or even a century ago. That means that despite the great 
advances in medicine—-pneumonia almost abolished, tuber- 
culosis comparatively rare, the magnificent advances in 
surgery, endocrinology, and public health—a middle-aged 
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man cannot expect to live more than four years longer than 
he could a century ago—and indeed in Scotland the expecta- 
tion of life is now actually decreasing. This is because of 
the dramatic increase in this country, and in the more 
privileged countries of the world, of certain chronic degener- 
ative diseases. Degenerative diseases found predominantly 
in the more highly civilized countries include coronary 
thrombosis, pulmonary infarction, cancer of the lung, peptic 
ulcer, gall-bladder disease, appendicitis, and the so-called 
collagen or mesenchymal diseases (which include such 
widely diverse conditions as certain allergies—for instance, 
asthma, nephrosis, disseminated lupus erythematosus, 
ulcerative colitis, and rheumatoid arthritis). 

From work on lower animals combined with a study of 
the distribution of these diseases of civilization there is 
reason to suspect that they may have their origin in a 
relative deficiency of essential fatty acids. These highly 
unstable vitamins are found mainly in vegetable oils, and 
they are stabilized in nature by the presence of vitamin E. 
In the body, conversion into the even more unstable vitamin 
arachidonic acid is achieved by vitamin Bs, and again 
vitamin E is required for protection. We therefore have this 
trinity of vitamins required: essential fatty acids, vitamin E, 
and vitamin Bs. Absence of one or other or-all can produce 
deficiency. The balance of the diet is far more important 
than is often supposed. 

In deficiency in lower animals three main structural defects 
occur. First, cholesterol and phospholipids, which with pro- 
tein comprise the building-stones of cells, are not transported 
properly and become deposited for instance in arteries. 
Secondly, because the building-stones are absent, cell mem- 
branes, including the myelin of nerves, are not formed 
properly and the mitochondrial membranes inside cells are 
probably defective, with consequent faulty metabolism in the 
cells. Thirdly, the connective tissue that binds cells to- 
gether is defective. The cholesterol is deposited in the 
intima as atheroma, in the skin as xanthoma, in the cornea 
as arcus senilis, and in the lens of the eye as senile cataract ; 
it is perhaps of interest that when early in the war I 
examined Canadian Indians living on a primitive diet in 
Northern Canada I found arcus senilis almost absent even 
from elderly ones, whereas in young English and New 
Zealand pilots being trained there—carefully selected for 
full health and carefully fed according to accepted rules— 
10%, had this cholesterol deposition in the cornea, I was 
therefore not surprised at the very high incidence of ather- 
oma found in young United States soldiers killed in the 
Korean War. 

The faulty structure of cells and of connective tissue gives 
rise in lower animals to a precarious state in which a slight 
insult or stress to the body produces a violent reaction which 
the normal tissue would avoid, Several years ago Professor 
Ramalingaswami, now of the All India Institute of Medical 
Sciences, showed with me that follicular hyperkeratosis, a 
common skin condition in India, was probably caused by 
this deficiency ; and more recently I have suggested it also 
causes the alarmingly frequent bladder stone of mal- 
nourished childrer in the Far East. 

We believe this deficiency of this trinity of vitamins is a 
basis of certain diseases of connective tissue, of certain ner- 
vous diseases, of duodenal ulcer, of certain diseases of bone 
and teeth, of degenerative diseases of the circulation such as 
coronary thrombosis and dissecting aneurysm of the aorta, 
and that it even plays a part in carcinoma of the lung. since 
the defective structure of the cell makes it more susceptible 
to a chemical carcinogen. In this connexion it is worth 
recalling, as Sir Ernest Kennaway has recently done, that 
cholesterol is carcinogenic. It appears that the damaged 
epithelial lining of the nose and gut allows foreign proteins 
to enter more easily, with consequent allergic disorders, and 
perhaps allows viruses to enter more easily ; poliomyelitis 
is now a disease of adults in civilized countries and is no 
longer “ infantile paralysis "; and there is published evidence 
indicating that essential fatty acids in the diet protect man 
against the virus that causes the common cold. 


I must add a special word about teeth. for they are con- 
nective tissue, and caries—the most prevalent disease of 
man—is a disease of civilized countries. Yet, as in all these 
other conditions, almost no research is done into its cause. 
The annual cost of the National Dental Service is of the 
order of £40 million, and since the prevention of caries 
would enormously decrease that expenditure research into 
the cause might seem desirable on financial considerations 
alone. Research has indeed proved that deficiency of vita- 
min Bs in lower animals can produce caries, but instead 
of seeking the cause in man we embark upon a policy of 
adding fluoride to drinking-water without, in my opinion, 
fully adequate investigation by research into the chronic 
effects of that, particularly in old people. I am not alone 
in that view. Two days ago I received a letter from one of 
the leading nutritional experts in the U.S.A. in which he 
mentions his recent experimental results that cause him to 
question the value of fluoridation and to deplore “ the regi- 
mentation of the American physicians and centists [who] 
know nothing about fluoridation and say what they are 
ordered to say.” I believe this is one of many examples 
where a little learning is a dangerous thing, and where health 
may be injured and science brought to disrepute by the 
incautious and premature application to public health of 
insufficiently investigated procedures. Enthusiasm to apply 
the fruits of research is laudable, but eagerness must be 
tempered with wisdom, which includes having all the 
relevant facts available. 


Processing of Foods 


Some may wonder what has happened to the diets of more 
highly civilized countries so that these chronic degenerative 
diseases are increasing so rapidly. Almost every alteration 
we make tends to decrease the trinity of vitamins I have 
mentioned, and in some instances adds antagonistic fatty 
acids that increase the dietary need of the essential ones. 
It has been known for twenty years that the fat of cows and 
sheep contains very little of the essential fatty acids and a 
large amount of an isomer that may be antagonistic ; milk, 
butter, dripping, and the fat of the meat of these animals 
are seriously deficient, therefore, and the time may well come 
when we shall have to abolish the cow unless we undertake 
research to overcome this defect by alteration of the fat 
of milk or of the balance of the diet. The advice given in 
Leviticus vii, 22-23 may be sound if divorced from its con- 
text: “And the Lord spake unto Moses, saying, *‘ Speak 
unto the children of Israel, saying, Ye shall eat no manner 
of fat, of ox, or of sheep, or of goat.’” 

Further, our present’ practice of producing prime beef and 
mutton by feeding stable concentrates decreases the un- 
saturated fatty acid content further. We do the same with 
pigs, and we stabilize lard to make it keep better. Then we 
fry it, which not only tends to destroy essential fatty acids 
but can produce substances that will cause cancer in rats 
and mice. We feed hens on concentrates that are deficient 
in the unstable fatty acids, and thé eggs in consequence are 
deficient. We hydrogenate fats to make margarine, though 
some margarine contains important amounts of essential 
fatty acids. We now remove from bread and flour much 
of the vitamin Bs they contain, and they were our most 
important source of this vitamin; and we add the flour 
“ improvers "—agene (now forbidden) and chlorine dioxide 

which oxidize most of the vitamin E and destroy at least 
some of the essential fatty acids as well and even chlorinate 
part of these, with production of what may be a powerful 
antagonist. We do not know as yet whether this is signifi- 
cant, because the requisite research has not been done. To 
show the extent of our ignorance of what we are doing, let 
me mention that recent work at the British Baking Indus- 
tries Research Association has shown that bran contains a 
powerful antioxidant which will permit cakes baked from 
wholewheat flour or from white flour to which bran has 
been added to keep at the temperature of the body for a 
whole year, whereas without bran they keep only a few days 
before going rancid—and rancidity indicates loss of essential 
fatty acids, 
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The problem is not only one of Western countries. Cor- 
onary thrombosis, described recently by Dr. J. N. Morris, 
of the Medical Research Council, as “a modern epidemic ” 
here, is becoming prevalent in India as foods are altered 
to make them more stable and more easily stored and dis- 
tributed. Despite this we admit the necessity of altering 
natural food by processing and by the addition of chemicals. 
This is done to alter and improve taste and to preserve 
foods, and it is hallowed by tradition : spices were added 
primarily to conceal off-flavours, but it is interesting that 
we have lately learnt that they contain powerful anti- 
oxidants that protect essential fatty acids and vitamin E. 
I pay tribute to the high standard of the food manufacturers, 
who have a laudable sense of responsibility; and even if 
they did not, they, being astute business men, would hardly 
produce products intentionally that would eventually harm 
their customers. The difficulty, as Sir Charles Dodds has 
pointed out, is that it seems to be no one’s business to do 
the relevant human nutritional research and to watch what 
is being done and keep abreast of advancing science. 

The Food and Drug Administration in the U.S.A. carries 
Out extensive toxicity tests on lower animals, and, as Sir 
Edward Mellanby pointed out six years ago, “we are in 
the undignified position of having often to rely on the 
decisions arrived at in the U.S.A. before policy or action 
can be determined.” This Food and Drug Administration 
in the U.S.A. has stated that of 704 chemicals used in foods 
no fewer than 428 are known to be innocuous. Perhaps 
that is comforting, perhaps not. And those believed to be 
innocuous are so classified because they do not kill rats or 
mice. Man is a different animal, as is sometimes forgottten 
When, after some ration trials I attended in Canada during 
the war, it was found that a soup prepared by a U.S.A. 
scientist made ill those troops who managed to drink it, he 
plaintively remarked : “ That's odd! Rats grew all right 
on it.” We know a great deal about animal nutrition, and 
millions of pounds are spent in its study, yet only a neglig- 
ible sum is spent upon research into human nutrition. 

Surely it is to the advantage of the Government, of the 
people, of the food manufacturers, and of the life assurance 
companies that more research should be done : obviously to 
the Government because the National Health Service costs 
£630 million annually, and untold millions are lost through 
minor illnesses and absenteeism, and even through the lassi- 
tude and vague ill-health that malnutrition early causes. 
Poor health impairs productive capacity, low production 
brings undernutrition and ill-health and less productive 
power, and so the vicious cycle goes on. 


We need what exists in certain other countries—an Insti- 
tute for Human Nutrition, where all information will be 
gathered together and collated, to which people will come 
who seek such integrated knowledge, be they medical practi- 
tioners or educators or food manufacturers, and in which 
the frontiers of knowledge will be advanced by experimental 
research and by the epidemiological correlation of diet with 
disease, and where ideas can be interchanged between dif- 
ferent countries. Such work is international. Much know- 
ledge is still to be gained by studying food practices that 
are hallowed by tradition and established in folk-lore. Much 
ignorance is still to be dispelled because of the fads and 
prejudices and nonsense that surround the subject of food. 
As the population of the world increases, doubling itself in 
the next fifty years, we must seek new sources of foods and 
new methods of preserving and transporting foods. New 
problems thereby arise. The aim of all is the same: to 
produce not dehydrated canned fodder but appetizing whole- 
some food. “Good .digestion wait on appetite, and health 
on both”; but appetite is largely a matter of custom and 
experience ; “ one man's meat is another man’s poison,” and 
we must study and respect local preferences, 


Physical science has provided most of the comforts that 
man needs, and medical science has conquered most of his ills 
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except the degenerative diseases. These lie, at least in part, in 
the province of nutritional science. We know that the right 
food is the basis of health, but we are still ignorant of what 
constitutes the right food and how to provide it for man- 
kind. The objective of human nutritional science is long- 
range, but with an immediate dividend in health and happi- 
ness. We need more knowledge upon which we can base 
an intelligent and effective provision, use, and management 
of food. The new science of nutrition will shed much- 
needed light on one of the most fundamental, widespread, 
urgent, and inadequately managed problems in the whole 
domain of human welfare. For nutrition has now become 
the most important single environmental factor affecting 
health in every country of the world. All men seek free- 
dom from want, and the two fundamental wants of man 
are food and health. 


PROMOTION PROSPECTS OF SENIOR 
REGISTRARS IN SCOTLAND 


BY 


HAMISH WATSON, M.B., M.R.C.P.Ed. 


Chairman, Scottish Registrars’ Group Council 


This paper is an attempt to analyse, on the basis of 
detailed information, the extent and nature of what has 
come to be known as the senior registrar problem as it 
applies to Scotland. It has been prepared from tables 
supplied to the British Medical Association by the 
Department of Health for Scotland, giving the year of 
birth of all consultants and senior registrars in Scotland 
as on December 31, 1956. The figures for consultant 
vacancies are based on the assumption that they will 
retire on reaching the age of 65 years, and no account 
has been taken of any “ wastage factor. No names 
have been given and the figures have been broken down 
to cover all specialties in each region and also in Scot- 
land as a whole ; total numbers and average ages have 
been used for the conclusions reached. 


Present Establishment 


From Table I it will be seen that there are 250 senior 
registrars in Scotland; 41 of them have already held their 
present posts for more than four years, and many others 
have held previous appointments in this grade. Their 
average age at 35 is already three years more than the 
Spens report envisaged, and their prospects are so poor that 
the few who do gain promotion will find their total life 
earnings considerably less than they should have been, be- 
cause the salary scales were based on the Spens assumption 
that 32 would be the average age of consultants when first 
appointed. For the same reason the remuneration of those 
in all the junior hospital grades is correspondingly very 
much too low. The present salary scales were designed 
to ensure a steady rise with age and experience for those 
considered worthy by appointment boards. They are not 
only too low for the reasons just given, but the plateaux 
which have become established for those marking time at 
the second-year registrar and fourth-year senior registrar 
salaries were not envisaged and are quite contrary to the 
understanding and interpretation of the hospital staffing 
structure which was accepted by the profession in 1948. 


Much has been said about the ratio of consultants to 
those in the training grade, and it is often suggested that 
if only some satisfactory mathematical formula could be 
found the problem would be resolved. Closer examination 
of the situation, not only as it exists to-day but as it will 
present in future years, shows that this is far from being true, 
and that such a “solution” would give rise to future 
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The order of the day... 


*‘LANOXIN’ /or maintenance therapy 
It never varies in potency. 
It is taken each day, not intermittently. 


Over-digitalisation quickly subsides because of rapid excretion. 


‘LAN OXIN... 
unfailing 


D I G ox I NW control 


BURROUGHS WELLCOME & CO, (the Weticome Foundation tt.) LONDON 
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Better relief for Arthritics—minimum side effects 


In salicylate therapy BUFFERIN (Antacid Analgesic) has these two special 
advantages. It is faster-acting-—twice as fast as ordinary aspirin. It is better- 
tolerated—even in large doses, as for arthritis. 
According to a British survey, as many as 42°, of arthritics are intolerant to 
aspirin. And in a blind trial among arthritics with a proved intolerance to 
aspirin, 70°, had no gastric symptoms after taking large doses of BUFFERIN 
over periods of 4 to 16 months. (1) 
In clinical tests, it was shown that BUFFERIN raises the salicylate blood 
level of humans more than 20°, higher in fen minutes than ordinary aspirin 
does in twenty minutes. 
Hence the importance of BUFFERIN in all salicylate therapy. Only 
BUFFERIN contains the antacid agents which :— 

‘*reduce gastric upset to a negligible minimum (2) (3); 

actually speed the pain-relieving ingredient into the bloodstream (4) (5). 


it acts faster. ft is better tolerated. it contains no sodium. 


1 (Bufferin in the Management of Rheumatoid 
Arthritis, ¥.A.M.A. 158 :386 (June 4) 1955.) 


2 (The Neutralization of Gastric Acidity with 
Basic Aluminium Aminoacetate, 7. Pharmacol. 
and Exper. Therap. 82:247 (Nov.) 1944.) 


3 (in Vitro Differences Between Dihydroxy 
Aluminium Aminoacetate and Dried Aluminium 
Hydroxide Gel, 7. Am. Pharm. Assoc., Sc. Ed. 
41:361 (July) 1952.) 


4 (Effect of Buffering ents on Absorption of 
Acetylsalicylic Acid, 7. Am. Pharm. Assoc., Sc. 
Ed. 39:21 ( Jan.) 1950.) 


5 (The Pharmacologic Principles of Medical 
Practice, ed. 3, Balto., The Williams & Wilkins 
Company, 1954, P. $93.) 


Formula. Acetylsalicylic Acid § gr: Aluminium 
Glycinate “4 gr: Magnesium Carbonate 14 gr. 


BUFFERIN HAS NO EQUIVALENT IN THE B.P. OR NATIONAL FORMULARY 


BUFFERIN 


is the registered trade mark of the Bristol-Myers Co. Ltd., Londen and New York. 


Sole distributors in U.K.: J. C. Gambles & Co. Ltd., 209-215 Blackfriars Road, London, S.E.1. 
Bufferin is now available in the Irish Republic — sole distributors: Messrs. Fassett & Johnson (Ireland) Ltd., 6-7 Crow Street, Dublin. 


Please write for free samples to: BRISTOL-MYERS COMPANY LTD. 209-215 BLACKFRIARS ROAD LONDON, S.E.1 
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difficulties. The present establishment of consultants in the 
National Health Service could not have been filled but for 
the post-war accumulation of specially trained ex-Serv ce 
doctors. All calculations on ratios founder on the fact that 
there was no uniform “ feed-in ” to the Service but a sudden 
intake during the years 1948-51. 

It has been stated many times that the present senior 
registrar problem will solve itself with the passage of time, 
when a “full circle of the wheel” has taken place. 
Table II, however, shows not only that it will be a very long 
time but that the “wheel” is not circular. It is in fact 
pear-shaped and will therefore lead to a recurring problem 
if no solution is found. Table II, which gives a long-term 
analysis of consultant vacancies, reveals that there are two 
problems which no amount of mathematical juggling will 
resolve if the present structure of hospital staffing is main- 
tained. A study of the five-year period 1977-81 shows that 
the number of consultants retiring during this time is 
approximately equal to the number of senior registrars 
now in training (Table IV). If the ratio does not remain 
at its present unsatisfactory level there will be an insufficient 
number of trained men available to satisfy the demand for 
consultants in Scotland in 20 years’ time—even assuming 
that almost 100% of those in training are successful in 
attaining consultant rank. Any attempt, therefore, to re- 
move the present surplus of fully trained men by a reduc- 
tion in senior registrar establishment will lead to a shortage 


SENIOR REGISTRARS IN SCOTLAND 


Prospects of Promotion 


A study of Tables II, ILI, and IV will show that the pro- 
motion prospects for those already trained and in training 
are so very bad that, with the escape routes to the Services, 
the Colonies, and the Dominions almost closed, immediate 
action is required to rectify the grave position in which they 
find themselves. Having applied in good faith for advertised 
appointments in the training grade of the hospital service, 
they expected to have a reasonable chance of becoming 
consultants, and it is now quite obvious that they do not 
have this—nor can they in the foreseeable future. Their 
difficulties are increased because compulsory full-time con- 
tracts have made alternative training impossible. There is no 
reason to believe that they are any less able than those who 
became consultants during the build-up of the hospital ser- 
vice in and after 1948, or, for that matter, those who will 
so easily find vacancies in 1977-81. It would therefore 
seem unreasonable to expect them to accept a rank junior 
to that of consultant even if the structure of hospital staff- 
ing were changed to include a new career grade. 

The solution most frequently advocated by the profession 
is a review of all consultant posts, which, it is claimed, 
would reveal the need for the creation of many new ones. 
The figures presented in this report show that to solve the 
present problem the number required would be impossibly 
large, and that, even if they could be created, finding enough 


of consultants at a later date. consultants in 20 years’ time would become well-nigh 


TaBLe I—Numbers and Average Ages of all Consultants and Senior Registrars in all Specialties in each Region 
and in Scotland as a Whole d 


Northern Region | North-Eastern Region Eastern Region South-Eastern Region | Western Region Total Scotland 
| Registrars | | | | | ‘tones, | toms” | Ragieracs | ‘tones’ | Reciatrars 
No.! | 0. | No No| No. No. No | No.| [= No. No. No.! 
General medicine 4/495 | 1] 350) 12) 08 | 3 327) 19) S29) S 39-6 40 | 48-5 12 | 36:2 | 65 | 49-1 | 22 35-8 |140 | 49-6 | 43 36-0 
1 | 43-0 1 | 63-0 8 | 520] 2] 340] 10] 522] 2) 340 
VD. 1 | 60-0 1 | 52-0 2 | 55-0 2| sis | $42 
i | 380 3 | 50-0 4| 43-8 | 1/370] 44-3] 2] 345 | 20] 48-6] S| 328 | 37] 47-3 | 33-8 
Dermatology 2/470] 2 | 1/400] 3 S00) 1/370] 7| 530] 398] 14] 7) 39-4 
Neurology | | 427 | 3 | 47-0 6 | 449 
Homoeopathy | | 
General surgery 5 | 586] 1] 340/11 | 53-5} 6] 32-7] 11 | 49-1 |) 4) 363 | 28 46:5 | 10 367 67 47-1 | 15 | 35-6 |122 | 48-2 | 36 | 36-4 
Orthopaedics ...| 45:5] 1 320 | 5/406) | 300) 5) 44) 2 9 | 2) 375 | 20) 45-5] 5 | 37-0 | 41 | 456 | 
435 3] 45-3] 1] 350] 3] 467] 11320] 45-4) 33-5 
435] 360] 1/480] 1) 340) 4) 2) 335] 4) 440) 1) 370) 11) 434] S| 
imi... | | 3 | 55-0 6 | 40-5 $29] 1 | 44-0] | 52-6 35-7 | 32 | 50-7 | 378 
2| 43-0 4) 1] 340] 4) 440 8 | 53-0] 4] 34-8 | 23 | 498 | 32-8] 41 | 492] 9 | 33-8 
| 2/425] 1/350] 3/440] 1] 360) 5 | 43-4] 21] 35-5 
— 2} 500} 1/330] 7] S10] 2] 370) 9| | 3] 35-7 
Ophthaimoiogy 2 | 43-0 a} 493} 410] 3} 48:3) 33-5] 6] 49-5] 4] 320] 22] SOS | 32-6 | 37} 49-5 | 12 | 33-3 
and 43-8 | 320] 7] 459 18 | S| 368 | 34| 48-0 | 12 | 36-0 | 67 | 48-2 | 20] 35-8 
Paediatrics i | 450} 320) 3| 48-7) 1/370] 3 | 483 11 | 46-7 | 33-3) 15 | 45-1 | 3] 340/33 | 46-3) 8 | 34-3 
Pathology 2| | 3 | 46-0 428] 340] 500 29 | 45-2 | 22 | 34-7 | 46 | 46-1 | 23 | 34-7 
Radiology | 380] 3 55-3 | 2| 325 | 6| 2 
Radiotherapy 1} 400) | | 
Paychisiry 385] | | 489 2] 10) 8) 3) 
Anaesthetics 1 | 450 | 33-0 | $| 08 | 300) 6) 423) 2 
Physical medicine 1| 43-0 | | 
Bicod transfusion | | “ — 
| 337 | | | 22 | 332 98 | 47-0 | 22 
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Taste 11.—Yearly Vacancies in Consultant Establishment due to Retirement at Age 65, Showing Regions in which 
they Occur and Total for Scotland each Year During the Next 25 Years 
| 1987 1958 1959 1960 | 1961 1962 | 1963 1964 | = 1965 1966 1967 1968 1969 
j i 
General medicine .. | 1SE 2SE ISE IN ISE IN 2SE IN ISE | IN ISE | 2SE 2SE 
INE | INE 
2w | IW 2w | Iwi] iw] mw 3w | 25 2w 
Fevers | ISE IW iw 
V.D. iNE | iw | | ISE | 
Chest diseases | SE 
j iw | 2w | 2W 2w 
Dermatology | aw ISE | | INE | 
Neurology | ISE IW 
Homoeopathy | | | } 
General surgery ISE | INEISE|  2SE IN IN |} INE | | INE ISE | ISE | INE ISE 
2w 2NE| IW 2w |2E 3W/ IW/ IE iW! iw{ 4w 
| 
Orthopaedics | ISE ISE ISE | 
| | 1W | | 
| 
Neurosurgery | | ISE | | | 
| | | 
Thoracic surgery | iw 
Dentists 1SE | iW | 2W 2SE | INE ise | INE | INE | 2W 
E.N.T. ISE ISE | ISE | INE ISE| ISE 
| | Iw iw 2w | 2w iW | 
| | i 
Plastic surgery | | | | | | 
Urology iw | | SE iw iW 
| 
Ophthalmology | ISE INE | 
Obst. and gynae....| ISE | ISE | ISE | ISE | | INE | 2sE | | ISE 
~ | IW 1E iW | iwi} 
Paediatrics | INE | | | | 2SE | 
iw ISE| IE iw | 
| | 
Pathology | INE IN ISE | 
| | 
Bacteriology | INE | | | iw | 
Radiology INE | | 2SE 2SE 
1E IW) 2w | 2E IW) IW | INE 4W iwi) Iw 
Psychiatry iNE 2W INE | 2SE INE 
| 1E | 1E 
Anaesthetics | ise | | ISE | ISE | ISE 2SE | | 2SE | 
| | | 
Physical medicine | | | 
Blood transfusion | | } | | 
Yearly totals... | 6 10 is | 2 is nm) 3 | 


impossible. The short- and long-term problems which 
have been revealed are so difficult to solve and the possible 
solutions so incompatible that it seems obvious that the 
time has come when an independent commission should 
be set up to review, not junior hospital staffing, but the 
whole structure of hospital staffing, which in its present form 
is quite unsatisfactory. 

It has been suggested that Tables II and IV refer to a time 
in the future when it is not known what the nature of hos- 
pital staffing will be, and that therefore no valid argument 
or conclusions can be based upon them. There is no 
doubt, however, that these consultants will be 65 in the 
years indicated, and it is unlikely that, irrespective of what 
may happen in individual specialties, the overall number 
of responsible posts, whatever name is given to them, will 
be reduced. In fact, all the discussions which have so far 
taken place indicate that, if anything, it will be increased. 
It seems reasonable, therefore, to draw what conclusions we 
can from the information that is available. 

Another criticism has been that these figures, applying 
only to Scotland, do not present a true picture of the 
problem, as Scotland traditionally exports doctors. An 
attempt has been made to test the validity of this argument, 
and, though figures are not yet available for the whole of 


(Continued on p. 1429) 


Scotland, Table V shows the position in the Western Region, 
which contains more than 50% of the total establishment 
of consultants and senior registrars in Scotland and which 
therefore must be highly significant. The figures were sup- 
plied by the Western Regional Hospital Board and refer to 
the three-year period 1953-5. It will be seen that during 
this time 110 consultant posts were filled. Of these, only 
17 were filled by local senior registrars and 14 were filled 
by senior registrars imported from outside the Western 
Region—that is, only 31 of the 110 consultant vacancies, 
or 28%, were filled from the senior registrar grade. During 
this period only six senior registrars were exported to fill 
consultant posts outside the Western .Region—that is, 23 
of the 130 senior registrars in the region became consultants 
during these three years. There is therefore no evidence 
that we are exporting consultants; the trend, if anything, 
would appear to be in the reverse direction. 

In calculating the prospects of promotion and in attempt- 
ting to evolve suitable ratios between the various grades, it 
has usually been assumed that the majority of vacant con- 
sultant posts would be filled by senior registrars. Table VI, 
however, shows that only 37%, have been so filled. This 
demonstrates clearly that the “senior registrar problem” 
is even more serious, and the chances of promotion are in 
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... may well bring many a patient to the surgery, reveal- 
ing an anaemia of the relatively mild degree so widely 
encountered today. Just as frequently, however, the 
common hypochromic and hyperchromic anaemias may 
not be attributable to any definite dietary shortcomings 
—but may still demand the comprehensive treatment so 
well provided by Pertuemin Capsules. Containing all the 
principal haemopoietic factors known to be effective in 
the treatmept of anaemia, PERIHEMIN reduces treatment 
to the simplest terms—one capsule, three times daily. 
PertHEMIN Capsules are dry-filled for more rapid and 
complete absorption and no unpleasant after-taste. 


Perihemin 


Vitamin B,> with Intrinsic Factor Concentrate—Iron —B ; 2—C—Folic Acid—Liver Fraction * REGD. TRADE MARK 


In bottles of 100 and 1,000 Capsules 


Each capsule contains 


Vitamin B,, with Intrinsic Factor Concentrate LU Unit Oral 
Vitamin 5 micrograms 
Ferrous Sulphate (Exsiccated 102 me 

Acid 0.85, me 
Ascorbic Acid (( 50 me 
Insoluble Liver Fractior 50 me 


Established prior to addition of other ingredients 
t As present in concentrated extractives from streptomyces fermentation 
and in addition to that contained in Vitamin B,, with Intrinsic Factor 
Concentrate. 


CLderie) LEDERLE LABORATORIES DIVISION 


Cyanamid or GREAT BRITAIN LTD., London, WC.2 
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evaluation of 


ROTER tablets in ‘ 
ULCER 


Extracts from the 
BRITISH MEDICAL JOURNAL 
1955, 2, 827 


FORMULA PER TABLET. Magnesium Carbonate (400 mg.), Bismuth 
Subnitrate Roter (350 mg.), Sodium Bicarbonate (200 mg.). Rhizoma Calami (25 mz.) 
end Cortex Rhamni Frangulae (25 mg.). 


PACKINGS: Tins of 40, 120, 640, and dispensing size 720 
(P.T. exempt). Basic N.H.S. price: 1/- for 10 tablets. 


Roter Tablets are not advertised to the public, and may be prescribed on E.C.10 forms. 


Literature and samples on request. 
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SENIOR REGISTRARS IN SCOTLAND , 1429 
TasLe Il.—Contd. 
| 1970 1971 1972 1973 | 1974 | 1975 1976 | 1977 | 1978 | 1979 1980 | 1981 (Total in 
} 25 Years 
General medicine | INE ISE 2SE INE! 3SE 4SE | ISE | 2SE INE 2SE | ISE 4SE INE INE its 
IW  1E 2W iW 4w INE 3W 3w | 2E IE 
| Fevers iw | | Ti 10 
| | 
V.D IE | iw 6 
| | 
Chest diseases ... INE ISE INE | ISE | 32 
1E IW 4W 1E 2w 
Dermatology ISE iW | 12 
Neurology | | | 3 
Homoeopathy | 0 
General surgery ISE IN 3SE 2NE 2SE | 2SE SSE INE 2SE 2SE 106 
IW} 1E 2W! 4w 1E 1E SW} 3W 4W 6w 4w ist 
Orthopaedics ISE IN | ! ISE | ISE IN 29 
<= IW iw IW INE | IW 6W INE 
Neurosurgery IW INE ISE 5 
Thoracic surgery 1E INE IW ISE | 6 
Dentists ISE | ISE ISE | 24 
iw | iW iE 1W 1E 
| | 
E.N.T. 2W IW IN | ISE ISE INE 2w | ISE IW Iw INE 2W 32 
Plastic surgery ISE iw 4 
Urology IW Sec IW 8 
Ophthalmology ISE ISE 1SE IN ISE 
INE INE 2W 2w | iw | Iw | 
Obst. and gynae. ISE | 2SE 3SE | 2SE IN INE IN INE SE | $2 
2W 1E 3W iw 1W |2E 3W 2W 1E 3 INE | 1E 
} 
Paediatrics ISE | iN INE INE 26 
1E 2w 4w 1W iw} 
Pathology ISE iN ISE 38 
1E IW iwi 2W iw 4w | 2Ww 2w | IE 
| 
Bacteriology iW IW | INE 1W | 168 | INE 14 
| | 
Radiology ISE | IN ISE 2s—E S| | INE ISE | 42 
2w | | 3W 1E 3W IE 1B 2w' 
| 
Radiotherapy IW Iw ISE IE IW 
Psychiatry 2SE | INE ISE ISE ISE INE : INE ISE | 47 
Anaesthetics | §NE | ISE INE IN ISE | | 4SE | ISE $2 
1E 1W IW IW 4W 3W | INE IW iw | sw 2w 
Physical medicine | INE 
Blood transfusion IE | i 
Yearly totals | 21 | 2 35 3 42 707 


Taste Ul—Consultant Vacancies in Scotland During Next Five Years with Tojal Numbers of Consultants and Senior 


Registrars and the Existing Ratio Between these Two Grades 


Total Total Co sultant Vacancies 
No. of | Average | No. of ny | Average in Next $ Years Consultants 
| Con- Age | Senior | 4g years | Ase = 
| sultants | Registrars | 4. More 1987 1958 | 1959 | 1960 | 1961 Total | Registrars 
| General medicine 140 46 {| 43 | 15 36-0 
Chest diseases 37 473 } 8 46 
Dermatology 14 51-2 7 6 3 
General surgery 122 48-2 36 9 2 | 1 
Orthopaedics . 41 45.6 33-5 4:1 
Thoracic surgery | 43-4 4 | 37:8 - - 8:1 
ENT 4i 49:3 9 33:8 a 2 46:1 
Urology 9 2 33.3 2 5 
Paediatrics 33 46:3 33 | 34-7 > 1 4 2 
Bacteriology .. 26 48-0 3 2 49:1 
Radiology ‘ S4 48-6 5 326 | 28:1 
Totals . | 897 48-0 | 250 | 41 | so | 6 | 10 1 @ | 36:1 
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1V.—Consultant Vacancies 


j 
| 1937 1988 1959 1960 1961 
General medicine I 2 3 3 3 
Fevers 
V.D om 
Chest diseases 
Dermatology 
Neurology 
Homoeopathy 
General surgery — 2 2 4 2 
Orthopaedics 
Neurosurgery - 
Thoracic surgery -- 
Dentists 
E.N.T 3 2 
Plastic surgery 
Urology 
Obst. and gynae 1 I ! 2 
Paediatrics ! 
Pathology 2 ! I 
Bacteriology 
Radiology 3 2 
Radiotherapy 
Psych atry - = 2 + 
Anaesthetics ! ! 
Physical medicine - —_ 
Blood transfusion - | 
Totals 6 10 1s 23 1s 


fact very much less than the preceding tables suggest. If 
all the consultant vacancies in Scotland during the next 
five years are filled by senior registrars working in Scotland 
there will be on average only 14 jobs for 250 men each year. 
If consultants, S.H.M.O.s, university staff, etc., are as success- 
ful in competition for these posts as they have been during 
the last three years, then only four of them will be filled 
by senlor registrars ; surely a grave situation which deserves 


Taste V.—Sources of Consultants Appointed to the Western 
Region of Scotland in 1953, 1954, and 1955 


New appointments 44 | Posts filled by applicants from 
Replacements 66 outside Region 32 
Posts filled by applicants from 

inside Region 66 
Posts filled by university 5 
Others (joint appointments 

and posts not yet filled) 7 


Consultant posts filled from Consultant posts filled from 


within Region 66 outside Region 32 
Filled by consultants 23 Filled by consultants 12 
S.H.M.O.s 26 Senior 
registrars 17 | Filled by registrars 1 
others 1 


S.H.M.O. review, 1953 
As a result 26 S.H.M.O.s were regraded consultant. This necessitated the 
creation of 26 new consultant posts. These are not included in the figures 


given above. 


more vigorous action than it has received in the past, when 
years of discussions have concerned mainly matters of 
principle. 

It is now four years since the Strachan Committee was 
constituted by the Central Consultants and Specialist Com- 
mittee to examine the structure of junior hospital staffing. 
During this time ali matters relating to hospital staffing struc- 
ture have been persistently shelved pending, firstly, its report, 


Taste VI.—Previous Grades of All Consultants Appointed in 
Scotland During the Last Three Years (1953-5 for Western 


Region) 
} Previous Grade of Successful Candidate 
Region i 
Senior | Consultants 

Iconsuitam S.H.M.O. Registrar Other 
Northern 44) | 
North-Eastern | 1 (1) | 6(3) | 743) 
Eastern 8(2) 3(2) | 17 (8) 
South-Eastern $(1) 10(9) | 25(18) 1 (1) 41(29) 
Western 35 (23) 26 (26) | 31 (17) 18 (12) 110 (78) 
All Scotland 48 (26) | 44(42) | 68(43) | 20(13) | 180(123) 


i Figures supplied by the Regional Hospital Boards, and those in parentheses 
indicate local candidates. 


in Scotland for the Two Five-year Periods 1957-61 and 1977-81 


Total 1977 1978 1979 | 1980 | 1981 | Total 
2 2 2 | — | 
2 4 2 9 
2 a 1 | 1 2 
10 8 6 6 % 
2 ! 2 i 7 
7 2 2 ! 3 | 8 
= - i 1 2 
1 - 2 - - - 2 
7 5 2 
6 2 3 12 
4 ? 3 4 3 4 16 
! 2 2 6 
5 5 4 4 0 3 16 
; 2 — } 5 
4 2 8 4 17 
7 a ! 5 6 2 18 
1 1 
69 s4 45 44 $1 49 243 


and, latterly, the rather leisurely and protracted discussions 
which have been taking place between the Ministry of 
Health and the Joint Committee. They have been long 
years for the senior registrars, who are four years older, whose 
families are four years older, and whose prospects are no 
brighter. Yet, from what I hear, a settlement now seems 
further off than ever. Cold comfort this for those who have 
waited so long and who cannot go forward and cannot 
go back. 

As the profession is unable to agree, and the profession 
ard the Ministry are unable to agree, surely the time has 
come for an independent commission to review the whole 
structure of hospital staffing and to stop juggling with the 
junior staff in abortive attempts to make them fit in with a 
sacrosanct senior staffing structure. With good will on all 
sides, and in the light of the experience gained since 1948, it 
should not be impossible to work out a suitable plan for 
the future which will prevent a recurrence of the present 
intolerable situation in which so many senior and highly 
skilled young men find themselves through no fault of their 
own. 


DIAGNOSTIC RADIOLOGY IN ENDOCRINE 
DISORDERS 


At its annual congress last month the British Institute of 
Radiology spent an afternoon discussing the diagnosis of 
endocrine disorders. The congress was held in London, 
under the presidency of Dr. L. F. Lamerton, from Novem- 
ber 27 to 29. After an opening address by Lord CoHEN oF 
BIRKENHEAD on “ The Physician’s Debt to Radiology,” the 
congress settled down to a three-day scientific programme 
on problems of diagnosis, therapy, and radiobiology. Dr. 
F. G. Spear (Cambridge) gave the Mackenzie Davidson 
memorial lecture. 

With Dr. J. E. Brewetr (King’s College Hospital, Lon- 
don) in the chair, Dr. A. W. Spence (St. Bartholomew's 
Hospital, London) opened the session on radiological diag- 
nosis in endocrine disorders. After expressing the physi- 
cian’s gratitude to the radiologist for his ever-increasing 
help, especially in the diagnosis of adrenocortical syndromes, 
where the patient was now often spared from unnecessary 
surgery, Dr. Spence went on to describe the commoner 
endocrine disorders individually. Pituitary tumours might 
be hormone-secreting, like the eosinophil adenoma, he said. 
or they might exert their effects by destroying the anterior 
lobe and causing hypopituitarism, as did the chromophobe 
adenoma and suprasellar tumours. Radiology might be the 
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only way of distinguishing the two latter conditions, as their 
clinical effects could be exactly similar. In the diagnosis 
of hyperparathyroidism and adrenal cortical hyperactivity, 
skeletal radiographs helped considerably, and also in assess- 
ing bone age in cretinism, hypogonadism, and sexual pre- 
cocity. Calcification in the adrenals might help confirm the 
tuberculous nature of Addison's disease, while renal calcifi- 
cation was a sign of the increased renal excretion of calcium 
in hyperparathyroidism. Hypoparathyroidism was associ- 
ated with increased density of the bones and calcification of 
the basal ganglia. Serial radiographs of the hands in acro- 
megaly and of the heart in myxoedema confirmed the effec- 
tiveness of therapy 


Tumours Around the Sella Turcica 


Dr. G. F. Swann (National Hospital, Queen Square) then 
described the radiological appearances of intrasellar and 
parasellar tumours. He had investigated this subject be- 
cause of a case with unusual features. Tracings of the 
radiographs of 50 cases of intrasellar tumour showed that 
their main features were deepening of the sella with thinning 
of the floor and dorsum sellae, backward tilting of the pos- 
terior clinoid processes, and elevation and undermining of 
the anterior clinoid processes. Suprasellar extension caused 
displacement of the third or lateral ventricles. There was 
no correlation, however, between the appearances of the 
sella and the development of endocrine changes—the latter 
occurring in only 20 cases. A parallel series of 50 cases of 
craniopharyngioma showed less enlargement of the pituitary 
fossa, but destruction of the posterior clinoid processes and 
hollowing of the anterior clinoids with adjacent calcification. 
Intrasellar calcification tended to be commoner among the 
younger patients, but bore no relationship to the size of the 
sella. All cases showed deformities of the ventricular sys- 
tem, and in 30 there were endocrine changes, in the majority 
of instances hypopituitarism. 

In 15 cases of suprasellar meningioma visual failure was 
the predominant symptom and there were no endocrine 
changes. Radiology showed destruction of the posterior 
clinoid processes and hollowing of the anterior clinoids with 
calcification above. The floor of the sella was not affected. 
Carotid angiography confirmed the nature of the tumour by 
demonstrating the typical vascular pattern. 

Raised intracranial pressure caused flattening of the sella, 
due to enlargement of the third ventricle, hollowing of the 
anterior clinoid processes, and destruction of the posterior 
clinoids. Secondary endocrine changes were rare. 


Hypothyroid Children 

Dr. R. Astiey (Children’s Hospital, Birmingham) dis- 
cussed hypothyroidism in children. The main radiological 
change was the delay in appearance of the centres of ossifi- 
cation, which were also abnormal, being dense, honey- 
combed, or fragmented. The metaphyses were widened, 
with a line of increased density, and there was also a general 
decrease in the length of bones although their width was 
normal or increased. Other features included delay in 
closure of cranial sutures and fontanelles, presence of 
Wormian bones, hypoplasia of vertebral bodies, and occa- 
sionally calcinosis of soft tissues. 

Epiphysial dysgenesis was best revealed in the femoral 
heads, and serial radiographs would show gradual improve- 
ment after the institution of thyroid therapy. Until 64 
years the bone age was best estimated from a radiograph 
of the carpal bones, but after this the elbow was more 
useful. An important differential diagnosis was dysplasia 
epiphysialis multiplex. In this condition dwarfism, stubby 
digits, and mottling of the epiphyses occurred, but pain was 
a prominent symptom in contrast to the painlessness of 
hypothyroidism. Characteristic radiological features of dys- 
plasia epiphysialis multiplex were the irregularly shaped 
mottled epiphyses and marked sloping of the lower epi- 
physes of the tibiae and talus. There was, of course, no 
response to thyroid therapy. 
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Adrenal Lesions 

Dr. J. W. Laws (Hammersmith Hospital, London) brought 
the session to a close with a paper on the radiology of the 
adrenals. In the diagnosis of adrenal hyperplasia or tumours 
he found that perirenal insufflation with either oxygen or 
carbon dioxide combined with an intravenous pyelogram 
and tomograms gave the most useful information. The 
outline of the normal adrenal gland was triangular, with 
an area of 1-8 sq. cm.: in adrenal hyperplasia both glands 
were increased in size, whereas if an adenoma was present 
the contralateral gland was reduced ; convexity of the bor- 
ders of the gland was pathognomonic of a tumour. False 
negative results might be obtained if the tumour was small, 
or if it was malignant and thus impaired the spread of 
oxygen throughout the surrounding tissue planes. Dr. Laws 
then briefly discussed the hormones produced by the 
adrenals and their clinical effects. With the advent of 
cortisone cases of adrenal haemorrhage might now recover 
and later show areas of calcification. 

In Addison's disease a chest film was essential to exclude 
pulmonary tuberculosis, while serial films might show 
decrease in heart size once effective therapy was begun. 
Cushing's syndrome produced striking effects on protein 
metabolism, and these manifested themselves radiologically 
as osteoporosis and by spontaneous fractures. Primary aldo- 
steronism always had to be differentiated from potassium- 
losing nephritis, and an intravenous pyelogram might help 
by showing in the latter condition evidence of poor renal 
function due to previous pyelonephritis. 


Preparations and Appliances 


SUBSTITUTE FOR THE SOUTTAR TUBE 


Mr. J. K. B. WappINcToN, consultant thoracic surgeon, 
Aintree Hospital, Liverpool, writes: The treatment of 
oesophageal stricture by a spiral-wire Souttar tube is often 
unsatisfactory. The irregular inner surface becomes clogged 
by curds of food particles and may be invaded by tumour 
cells growing between rings of wire. Moreover, its metallic 
construction encourages ulceration of the tumour, with the 
result that the tube sloughs through the stricture and 
finishes up in the stomach. 


To avoid these inconveniences, a “ polythene “ tube 4 in. 
(10 cm.) long by ¢ in. (9.5 mm.) in diameter was devised. 
Its flared end provides a better “ lead-in” for food into the 
tube, it rests lightly on the stricture, and does not ulcerate. 
The smocth surface remains clean, and it is impenetrable by 


tumour cells. The tube is easily introduced by orthodox 
methods, and where the stricture is tortuous the tube can 
be softened in hot water to make introduction easier. The 
flared upper end can be trimmed with scissors if it is too large 
to pass through a female oesophagoscope. Having used 
this type of tube for twelve months, I now prefer it to the 
regular Souttar tube, and it has on occasion been in situ 
for as long as four months without requiring any attention. 
The initial models were procured for me by Messrs. 
Alexander and Fowler, of Liverpool, and are manufactured’ 
by Portland Plastics Ltd., Hythe, Kent. 
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Correspondence 


CORRESPONDENCE 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Vision and Television 


Sir,—I have read with great interest Dr. A. H. Griffith's 
survey (Journal, November 30, p. 1299) of the relative 
incidence of defective eyesight among children with and 
those without television sets at home. In its careful fact- 
finding and statistical presentation it forms a welcome 
contrast to the numerous anecdotal reports where television 
viewing is said to cause various physical disorders, Venous 
thrombosis, curvature of the spine, or malformation of the 
jaw due to thumb-sucking are among the more spectacular 
disorders which have been cited. 

Dr. Griffith approaches the problem in a scientific manner 
When he carried out his survey of 19.280 7-14-year-old 
children in Cardiff, he found somewhat fewer young children 
with television sets at home who wore glasses or had been 
prescribed glasses ; at 11 years of age, the trend became re- 
versed. A significantly higher percentage of children with 
television sets had defective eyesight (a 3% difference in 
incidence). Dr. Griffith points to the need for caution in 
assuming from these results that television viewing causes 
eye strain, but he finds it the most plausible explanation. 
That it should occur in older children only, he attributes 
to the fact that they have a normal tendency towards myopia 
which makes them less capable of dealing with eye strain 
compared with younger children, and also that they spend 
more hours viewing. Dr. Griffith urges that the problem 
be investigated in a more exacting manner. 

A survey which my colleagues and I have carried out on 
the effects of television on children provided opportunities 
for a more searching investigation of the problem, even 
though once again it was not possible to examine the 
children medically. Since our findings do not support the 
anxieties about eye strain and television viewing to which 
Dr. Griffith's article might give rise, | should like to present 
the data on which our more optimistic conclusions are 
based. 

The survey, carried out on behalf of the Nuffield Founda- 
tion, examined the effects of the medium on leisure activi- 
ties and interests, school performance, outlook, and person- 
ality. In the course of the survey, some 2,000 10-11- and 
13-14-year-old children from four cities in England were 
asked “ Do you wear glasses ? "a question almost identical 
with that used in the Cardiff survey. We did not find a 
significantly higher incidence of defective eyesight amongst 
children with television sets (Table I). The contrast between 
viewers and controls was sharpened in this survey by using 
as controls only those children who had no television set 
and who also did not view more than once a fortnight. In 
the Cardiff survey, the control group must have contained 
many regular guest viewers. 


Taste I.—Incidence of Wearing Glasses Among Children With 
Television Sets at Home and Their Controls 


10-11 Year Olds 13-14 Year Olds 


Barris 
Menicat Journal 


We have three sets of additional data which bear on the 
relations between viewing and defective eyesight : (1) The 
children were also asked, “ Do your eyes ever hurt you ?” 
Table Il shows that fewer viewers in both age groups gave 
a positive answer (in the case of the 13-14-year-old, the dif- 
ference was significant at the 5% level). (2) We compared 
the incidence of defective eyesight or eye strain of veteran 
viewers (those who had had a set for three or more years) 
with recent viewers, and found no difference. (3) A further 
comparison, this time between viewers who spent more than 
15 hours a week in front of the set, and those who spent 
less than eight hours, similarly showed no difference. 

If television causes eye strain, then surely one would 
expect the frequent viewer and the veteran viewers to show 
more signs of it than the infrequent and the recent viewer 
We checked on the correctress of the children’s reports 
about defective eyesight by asking the teachers of the child- 
ren to indicate all those who wore glasses. Here, too, no 
difference was found between viewers and controls. 

Our findings do not, of course, exclude the poss‘bility 
that, for certain children with potentially defective eyesight, 
viewing may lead to eye strain. They suggest, however, 
that the number is not likely to be much larger than the 
number who do not view but who experience discomfort 
when exposed to other sources of eye strain.—I am, ete., 


London, W.14 Hi_pe HiMMELWeir. 

Sir.—-Dr. A. H. Griffith’s survey (Journal, November 30, 
p. 1299) is obviously the result of much painstaking work, 
and I hope that he will forgive me if I offer some criticisms 
of it. Indeed, he admits in his survey that it is open to 
criticism, and in his interview on television he admitted that 
he was not an eye specialist and suggested that eye specialists 
would be better able than he to answer the questions put to 
him. I hope shortly to submit a monograph for publica- 
tion under the title “ Dysopsia,” in which I hope to show 
that such expressions as “eye strain” and “ asthenopia ~ 
should be banned from our phraseology and that the 
anatomy and physiology of vision do not support any fears 
that over-use of the eyes can do them the slightest harm. 
It will be suggested that symptoms of ocular distress should 
be referred to as dysopsia. 

Meantime, may I make one or two points quite briefly ” 
In over 25 years as an ophthalmologist, I can assure Dr. 
Griffith that the fact that a person wears spectacles by no 
means proves that he needs them. Indeed, one of the 
greatest extravagances of the National Health Service is 
reflected in the extent to which spectacles are supplied quite 
unnecessarily. Again, no more is known about the cause 
of myopia than of why it tends to increase during the years 
of growth, but I am quite convinced from my observations 
on very many thousands of children that there is no con- 
nexion between the incidence and increase of myopia and 
use—“ excessive” or otherwise—of the eyes. Nor. in my 
experience, is there any connexion betwen glaucoma and 
uncorrected hypermetropia. The ciliary muscles and the 
extraocular muscles will undoubtedly tire from much use 
like any other muscle—but how on earth can they be 
strained” ? 

Finally, I do agree that television in excess is bad for 
everybody in that it can be such a colossal waste of time. 

I am, etc., 

South Davin RANKINE. 


Viewers | Controls Viewers Controls 
Percentage wearing glasses 10-1 is8 145 
Total No. .. soi 803 499 


Taste Il.—Percentage of Children Who Ticked “ Yes” in Answer 
to the Question, “Do Your Eyes Ever Hurt You?” 


10-11 Year Olds 


_ Viewers 


13-14 Year Olds 


Controls) Viewers | Controls 
196 | 192 | 2546 
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Use and Abuse of Blood 


Sir,—Referring to our letter (Journal, October 19, p. 940), 
we are grateful for Dr. C. B. V. Walker’s support (Journal, 
November 2, p. 1046). We would agree with him entirely 
that the figures we gave of 42,458 pints of blood collected 
in 1950 rising to 66,246 pints of blood collected in 1956 are 
not of themselves indicative of wastage or abuse. These 
figures were quoted merely to emphasize the tremendous 
expansion which has been achieved in an attempt to meet 
the demand. Dr. Walker suggests that if evidence of misuse 
is available it should be published. 
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There are many infections in which sulphonamide 
therapy is clearly indicated. The difficulty is that 
high dosages of a sulphonamide may produce 
sensitization reactions, crystalluria and other 
undesirable side-effects. 

This is why ‘Sulphatriad’ is so valuable. Its effec- 
tive action is the sum of the virtues of its three 


powerful constituents, and combines rapid absorp- 
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tion with a good tissue distribution. But as the risk 
of crystalluria is relative to the concentration 
in the urine of a single sulphonamide, ‘Sulphatriad’ 
means reduced concentrations—and reduced risk. 


Detailed information is available on request. 
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ADVERTISEMENT 


WITH THE NEW IMPROVED PEWICILLIN-V 


‘V-CIL-K’ brand penicillin-V potassium is a new and 
readily soluble form of penicillin-V giving faster and 
higher blood levels. Fasting levels have in fact been 
shown to be even higher than those obtained with 


parenteral penicillin G in the same dosage. 


*“V-CIL-K’, the oral penicillin with the parenteral 
penicillin response, is a major advance in penicillin 
therapy. The average dose is 125 mg. four times daily, 
increased in severe infections. The cost is identical with 


that of penicillin-V. 


*V-CIL-K’ is available as tablets of 125 mg. and 250 mg. 


EL! LILLY & COMPANY LTD. - BASINGSTOKE - ENGLAND 
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In the Sheffield region the hospital banks maintained from 
the regional transfusion centr: are regularly stocked up, 
twice every week, to an agreed number of bottles. The 
transfusion centre has very little knowledge of how this 
blood is used. When extra supplies are required application 
is made to the transfusion centre, and, in order to assess 
urgency and priority of delivery and to detect any duplica- 
tion of calls concerning a single patient, certain particulars 
of the case are required. Sometimes the information 
obtained is such that the medical officers at the transfusion 
centre will make further inquiry of the pathologist or clini- 
cian in charge of the case at the hospital. The evidence 
which Dr. Walker requires can be obtained from these 
records. For example: 

Case 1.—Male; age 63; diagnosis: inguinal hernia, for opera- 
tion the following day; haemoglobin 93%; two pints (1 litre) 
of group O Rh-negative blood requested. One of us personally 
checked these details and the circumstances of the case with the 
clinical pathologist in charge of the blood bank concerned. 
Case 2.—Male; age 66: for colostomy; haemoglobin 98% ; two 
pints (1 litre) of Group O Rh-negative blood requested. Case 3.— 
Male; age 57; admitted as a haematemesis; partial gastrectomy 
performed ; subsequently diagnosed as Hodgkin's disease. Con- 
valescence complicated by burst abdomen which was healing 
slowly when, with a haemoglobin of 92%, four pints (2 litres) of 
fresh group A Rh-positive blood were requested. Cases 4 and 5 

Two and three pints (1 and 1.5 litres) of blood respectively 
were prescribed for two married women from the same hospital 
for puerperal anaemia. The first, three days delivered, had a 
haemoglobin in the 60's and the other, nine days delivered, a 
haemoglobin in the 70's. The consultant obstetrician, when ap- 
proached about these cases, had no knowledge of either transfu- 
sion, and both were in fact cancelled with his complete agree- 
ment. Case 6.—Married woman; diagnosis: antenatal anaemia ; 
two pints (1 litre) of B-positive blood were requested, haemo- 
globin unknown. On further investigation it was found that this 
request from a consultant was based on a haemoglobin level of 
65% three months earlier. At our instigation an up-to-date 
haemoglobin estimation was done. This was found to be 75%. 
the patient having received neither blood nor iron. The request 
was cancelled. 


Many more examples of this type of request are available, 
but space will not permit of more than these few to demon- 
strate our argument. It would seem that sometimes blood 
is ordered by junior staff without the knowledge of the con- 
sultant, and the latter when approached will agree that trans- 
fusion is not indicated. On other occasions, however, it is 
exceedingly difficult to appreciate any indication for trans- 
fusion, whoever has been responsible for prescribing it. 
These records also provide an answer to Dr. R. M. Baddeley 
(Journal, November 30, p. 1305) in that the misuse of blood 
is not confined to any particular grade of hospital clinician. 

Dr. M. S. Beare (Journal, November 2, p. 1046) and the 
Consulting Pathologists Group (Supplement, November 9, 
p. 146) have raised the question of pilot tubes. It has always 
been the policy of this centre to provide a pilot tube, and for 
those who have studied this problem, not merely from a 
regional but from a national and international point of view, 
there can be no doubt that the provision of a pilot tube is a 
wise and necessary procedure which is steadily gaining 
ground wherever transfusion services exist. We believe that 
the recommendations in the Ministry of Health’s booklet 
Notes on Transfusion concerning sampling of blood bottles 
are not unreasonable. We also believe that it may be desir- 
able to keep one or two hottles of blood crossmatched for 
several days at a time for an in-patient with, for example, 
an ante-partum haemorrhage. Unless a pilot tube is pro- 
vided, it does not seem possible to observe both these desi- 
derata at the same time without wasting blood. May we 
answer Dr. Beare’s challenge by referring him to an article 
published elsewhere’ by an ex-deputy director of this centre 
describing just such a tube as he requires, and one which has 
proved entirely satisfactory ? 

It must be remembered that, owing to the phenomenal 
growth of the National Transfusion Service, many centres 
are now accommodated in inadequate premises with depleted 
staff, and in those regions where pilot bottles are not yet 
provided only production difficulties and physical limitations 


may be preventing their introduction. In addition, as Dr. D. 
Siark Murray (Journal, November 23, p. 1239) points out, 
the introduction, or otherwise, of pilot tubes throughout a 
region requires a steady level of conscientious work in hos- 
pital blood banks and co-operation between them and their 
transfusion centre. We know that pilot tubes are now 
operating satisfactorily from the majority of English trans- 
fusion centres, There may be some good local reasons why 
the practice, although growing, is not yet universal. 

We would like to reiterate our plea for 4 more careful 
estimation of patients’ needs for blood. At the present time 
we feel like Mark Antony when he says: 

“I know not, gentlemen, what you intend, 
Who else must be let blood.” 
Brutus in the same scene seems to express the clinician's 
attitude: 
“ And let us bathe our hands in Caesar's blood 
Up to the elbows, and besmear our swords.” 


—We are, etc., C. BowLey 
Sheffield, 10. J. DARNBOROUGH. 
REFERENCE 
' Campbell, J. S., Lancet, 1955, 1, 1058 


Sir,—-One of the many causes of misuse of blood is the 
more or less cold surgical case found on admission to have 
a haemoglobin regarded by the surgeon concerned as not 
high enough to justify operation. Such cases can be mini- 
mized by out-patient haemoglobin estimations at booking, 
but the efficiency of this varies with the length of the wait- 
ing-list. When such patients do arrive the problem arises as 
to whether to send the patient home and write for another, 
administer suitable haematinics until the haemoglobin 
reaches a satisfactory level, or to transfuse and operate the 
following day as planned. The dice are all heavily loaded 
in favour of the last alternative ; a large factor in this is the 
importance placed by the regional boards on a high bed 
turnover and occupation. It is difficult to see a way out. 
Stressing, in general terms, the danger of transfusion carries 
little weight with those who have seen many transfusions but 
never a transfusion death or even a dangerous reaction, a 
category to which the great majority of surgeons must surely 
belong. Intense propaganda with statistics might achieve a 
satisfactory result, but if too wide might well lessen the 
supply of blood. Such propaganda would have to be 
directed by the regional boards, whose understandable 
policy over bed occupation and turnover is largely 
responsible, to the clinical staffs of hospitals.——-I am, etc., 


Pirbright, Surrey. C. Rickworp LANE. 


Sir.—Blood is a voluntary gift from altruistic donors. 
Therefore no one, physician, surgeon, anaesthetist, or 
patient, has any “ right” to it, but can only ask if there be 
any available, and should be profoundly grateful if this be 
the case.—I am, etc., 

Hastings. P. Lazarus-BaRLow. 
Ankylosing Spondylitis 

Sir.—The interesting paper by Drs. V. L. Steinberg and 
Geoffrey Storey (Journal, November 16, p. 1157), on the co- 
incident finding of ankylosing spondylitis in four patients 
with ulcerative colitis and two patients with Crohn’s disease, 
provides further support for the suggested pathogenesis of 
spondylitis. I have seen three patients with (preceding) 
ulcerative colitis associated with ankylosing spondylitis, 
while examining the radiographs of about 200 patients with 
the latter disease. One of these cases has been briefly illus- 
trated in a review of the radiological features of the disease.’ 
I should like to support the theory discussed by Steinberg 
and Storey and previously suggested by Romanus,’ that 
ankylosing spondylitis may frequently be a destructive 
arthritis precipitated by chronic pelvic sepsis. , 

Lesions of the sacro-iliac joint which are radiographically 
similar to those seen in ankylosing spondylitis may be found 
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in Reiter's disease (associated with urethritis), in paraplegics 
(with bladder and prostatic infection), ulcerative colitis, and 
Crohn's disease. The sacro-iliac joint is very rarely involved 
in destructive arthritis of generalized distribution—e.g., 
rheumatoid arthritis. The almost universal, early, and very 
frequently symmetrical bilateral involvement of the sacro- 
iliac joints as the cardinal feature of ankylosing spondylitis 
strongly suggests that this very unusual distribution of 
arthritis is in some way influenced by a local lesion in the 
pelvis. It may well be that a chronic inflammatory focus 
in the lower uro-genital or alimentary tract is responsible, in 
susceptible patients, for this very frequent bilateral involve- 
ment of the sacro-iliac joint in ankylosing spondylitis.—I 
am, etc., 


London, S.B.1 RONALD G. GRAINGER. 


REFERENCES 


' Grainger, R. G., Proc. roy. Soc. Med., 1957, 50, 854 
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Influenza Epidemic 


Sirn,--Eyestrain would appear to be a very common 
manifestation of post-influenzal debility. After influenza 
epidemics in the past few years there has always been an 
increase in the number of cases requiring refraction as 
compared with the same period of the previous year when 
there has been no influenza epidemic. I have noticed, 
however, that this has not happened following the recent 
epidemic of Asian influenza, and in fact the local executive 
council's figures for refractions in this town in October and 
November show very little change from the same period 
last year. I wonder whether other manifestations of post- 
influenzal debility have been absent, and I also wonder 
whether doctors in other parts of the country have experi- 
enced the same freedom from debility following Asian 
influenza.—I am, etc.. 

Dudley. Worcs 


Effect of Rubber on Haemoglobin 


Sir,—The addition of as little as 1 part in 1,000 of form- 
aldehyde to a solution of normal adult haemoglobin in- 
creases its resistance to alkali denaturation. This effect is 
not produced by acetaldehyde, acetone, ethyl, and methyl 
alcohol, or phenol. As a practical measure, it seemed neces- 
sary to discover whether storage of haemoglobin in contact 
with commercial rubber could alter its alkali-resistant 
properties. 

A preparation of adult haemoglobin was made in the 
usual way. It contained 9.6 g./100 ml., and gave a read- 
ing of less than 1% for the alkali-resistant residue by 
Singer's technique. It was divided into three parts. One 
part was stored in contact with glass only. The second 
part was added to some snippings from an ordinary clean 
laboratory rubber bung which had been boiled in distilled 
water and drained. The third part was added to parts of 
a flexible indiarubber. similarly treated. Snippings from the 
rubber bung were also kept beneath distilled water, and 
developed no colour throughout the experiment. All pre- 
parations were stored at about 5° C. Aliquots of haemo- 
globin were tested at intervals for alkali-resistance by 
Singer's 1-minute method. The glass-stored part gave 
readings below 1% throughout, The parts stored in contact 
with ordinary indiarubber gave readings as follows: 3rd day, 
2.7% ; 14th day, 2.3% ; 40th day, 2.5%. The part stored in 
contact with the rubber bung gave the following readings: 
3rd day, 2.9% ; 14th day, 3.8% ; 21st day, 5.2% ; 48th day, 
6.0% ; 52nd day, 6.65%. 

No explanation is offered of these findings, which may 
be summarized by saying that on prolonged storage of 
haemoglobin solutions in contact with vulcanized rubber 
there occurs a small but perceptible rise in the residue that 
is measured in the Singer 1-minute denaturation test. One 
may conclude that caution is necessary in interpreting minor 
changes in alkali-resistant haemoglobin in samples that may 
have been long in contact with rubber.—I am, etc., 

ALAN B. RAPER. 


L. H. G. Moore. 


London, N.W.7. 


Femoral Hernia 


Sir,—I am in substantial agreement with Mr. Robin 
Burkitt’s advocacy (Journal, November 16, p. 1176) for Pro- 
fessor A. K. Henry’s midline extraperitoneal approach’ in 
femoral hernia operations when the femoral ring is closed 
by a flap of pectineal fascia. My criticism of operations 
at the femoral ring level was directed against closure of the 
ring by bringing together the anterior and posterior boun- 
daries, which lie far apart and tend to tear away after 
suture. 

My preference is for the low operation. The accepted 
teaching is that the curved edge of Gimbernat’s (lacunar) 
ligament forms the inner boundary of the femoral ring and 
lies at the upper end of the femoral canal. The purpose 
of my article’ was to show that the curved edge of Gimber- 
nat’s ligament lies at the lower end of the femoral canal, 
where it forms the anterior and medial boundaries of the 
femoral hernial orifice. This name, the femoral hernial 
orifice, I gave to the circular opening of new formation 
which surrounds the neck of the hernial sac and is the hole 
where the hernia has broken through the fascial layers at 
the lower end of the femoral canal. It is the femoral 
hernial orifice, which is an opening with strong walls re- 
inforced by Gimbernat’s ligament, which I affirm should be 
repaired. The operation is quick and easy, and can be done, 
if necessary, with a local anaesthetic.—I am, etc., 


Sheffield, 10. W. J. Lytie. 
REFERENCES 
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Acute Respiratory Diseases in Young Children 


Sir,—Your invitation to the College of General Practi- 
tioners and their hospital colleagues (Journal, November 23, 
p. 1228) to concerted study of the problem of acute 
respiratory disease in young children is to be applauded. 
Research on family infections, dietary habits, social and 
economic conditions will not suffice. In all such analyses 
the study of the whole person, the psyche as well as the 
soma, must be carried out. 

When a patient attends the surgery he presents himself 
not because of anatomical or physiological disturbance but 
for alleviation of his suffering. When an adult patient is 
brought by somebody else we already suspect an abnormal 
emotional attitude to the illness, by either person, or both. 
This is not so interpreted in paediatric cases. In our assess- 
ment of diseases of children care must be taken to differenti- 
ate between the suffering of the child and the suffering of the 
mother. The child may well be “ the presenting symptom "" 
of the mother. The acceptance of the mother’s overt anxiety 
as a direct result of the child’s condition and the neglect of 
her emotional problems result in reattendances. 

Research in my own practice on the problem of the 
catarrhal child has led me to these tenets. Firstly, the 
primary reason for the admission of children to hospital 
with varying phases of sino-laryngo-tracheo-bronchitis is my 
own anxiety about prognosis. The amount of anxiety is 
related more to the agitation, anxiety, and despair of the 
parents, with their increasing demands, than to the course 
of the illness. The necessity for further advice and treatment 
in hospital, “the dilution of responsibility,” is resorted 
to, so relieving the child, the parents, and the practitioner 
from an accumulated tension. Secondly, the largest group of 
children admitted to hospital belong to the over-protected 
type. Subdivisions of this type are the overindulged child, 
the result of the mother attempting to make up for what she 
missed in her own unhappy childhood. Or the child towards 
whom the mother is basically hostile but proves otherwise 
to the outside world by spoiling overlove. Another type is 
the child whom the mother uses as her love object. conceal- 
ing her unconscious estrangement from her husband and 
producing, if she can, the timid, dependent. clinging child. 
The mother in attempting to mould the child according to 
her own complexes must inevitably meet resistance as the 
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child reaches out for independence. If she succeeds the 
child may even enjoy his dependency and sickness. Perhaps 
in these spheres more information could be obtained from 
research into the reasons why the number of boys admitted 
to hospital is greater than that of girls, j 
Treatment in my own practice of the catarrhal child has 
resolved itself into symptomatic treatment of the child and. 
inevitably, psychotherapy for the parent. As I hope to 
show in a paper later, the resultant lessening of tension in 
the mother and the relief of pressure on the child have led 
not only to amelioration of the child's symptoms but also 
to a positive, healthier attitude to life on the part of the 
whole family. It is to be hoped, therefore, that all such 


research will not neglect the fields of psychological 
medicine.—I am, etc., 
Sidcup, Kent L. A. Nicno.s. 


REFERENCE 


* Balint, M., The Doctor, His Patient, and the Iliness, London, 1957 


Unheralded Pulmonary Embolism 


Sir,—-I read the article by Drs. H. Cohen and J. J. Daly 
(Journal, November 23, p. 1209) with considerable interest. 
It should focus attention still more on the problem of pul- 
monary embolism and will help to emphasize that pul- 
monary emboli do occur in those who are apparently normal 
in health and activity. My own experiences support this. 

During the past year pulmonary embolism was the imme- 
diate cause of death in 41 (9.45%) of 433 consecutive 
necropsies. In four cases the patients were normally 
ambulant at the time of their first embolic episode—of 
these, one died immediately, two died of right-sided heart 
failure due to further emboli, and in the fourth the pul- 
monary infarct became infected, empyema iollowed by infec- 
tive pericarditis causing the patient’s death. In only 5 of 
the 41 cases was the diagnosis of pulmonary embolism made 
prior to necropsy. 

In emphasizing the frequency of pulmonary embolism and 
the apparent lack of awareness of the problem, I feel that I 
should qualify the statement made by these authors that 
one week's bed rest “is not generally associated with venous 
thrombosis.” Pulmonary embolism between the fourth and 
seventh days following operation is by no means rare—there 
were four cases in my series. Only by a greater awareness 
of the problem can the correct diagnosis be made with 
increasing frequency and the appropriate therapy instituted. 
Drs. Cohen and Daly have shown us how rewarding correct 
diagnosis can be.—I am, etc., 

Cosham, Hants JOHN BURSTON. 


Blood-sugar Estimation 


Sir,—In his letter (Journal, November 30, p. 1305) Dr. J. 
Kleeberg mentions my method of approximate estimations 
of blood-sugar ranges. I am, however, afraid that a few 
inaccuracies have crept in, probably because, judging from 
the reference, Dr. Kleeberg has only had the opportunity to 
see my short letter’ and not the full paper.’ 

First of all, may I point out that the method was specific- 
ally devised for the use of a drop of whole blood and not of 
serum, and this is one of its main merits ? Furthermore, 
the colour does not fade after 15 seconds, but, on the 
contrary, continues to increase in intensity for quite a while, 
and this is the reason why it should be read within about 
half-a-minute from the time the blood has been washed off. 
1 do not think that the reading of results within less than one 
minute can be regarded as a disadvantage ; this makes the 
test really rapid and should not present any difficulties. The 
only possible difficulty, if any, is the correct colour apprecia- 
tion. May I also point out that this is not a “ tes-tape ” 
method, as Dr. Kleeberg assumes ? “ Clinistix * only has 
been used because of some of its properties which makes it 
suitable for this particular purpose.—I am, etc., 


London, S.W.15 J. Konn. 
REFERENCES 
1 Kohn. J., Lancet, 1957, 1, 213. 
2. ibid., 1957. 2. 119 


Dislocation of the Jaw 


Sir,—Like your correspondent Dr. M. S. Sanders (Journal, 
November 23, p. 1240), I had a case of unilateral forward 
dislocation of the jaw while yawning in a lad of 18. For- 
tunately this occurred while he was getting up, so he was 
able to come to morning surgery. 

I find it easier, when reducing dislocations of the jaw, to 
have the patient sitting in a low chair and to stand before 
the patient, so that my elbows are almost fully extended 
while exerting pressure downwards with the thumbs and 
upwards with the fingers. I was able to reduce the disloca- 
tion quite easily, but as he left the surgery he said, “ Thank 
you,” which caused a recurrence of the dislocation. This 
time, presumably owing to increased muscle spasm, it was 
much more difficult to reduce, and so he left without any 
expression of gratitude, and the condition has not recurred. 

am, ete., 


Northampton 


D. A. G. WiLtiaMs. 


Epistaxis 

Sir,—Mr. J. P. Stewart's valuable contribution on epistaxis 
(Journal, November 23, p. 1231) has drawn attention to one 
of the problems which beset ear, nose, and throat depart- 
ments all over the country. With experience of 20 years 
(including a period in general practice) I share his cynicism 
about the increasing admissions to hospital since 1948, and 
I have noted too that the admissions for epistaxis are more 
frequent at week-ends. The E.N.T, departments have so few 
beds. The single-handed surgeon often has no junior help 
and must therefore remain continually on call for such 
cases, many of which are sent to hospital without warning. 
Although I am well supplied with help, work here has been 
seriously interrupted on many occasions by the blocking of 
the narrow corridors of our clinic and wards by ambulance 
drivers with exsanguinated patients supine on blood-stained 
stretchers waiting for a non-existent bed. May I make a 
plea to general practitioners to treat all but the worst cases 
at home? May I suggest that the following methods be 
given a trial before the ambulance is sent for? After all, 
the bleeding episode has ceased by the time the case can 
be seen at hospital and the bleeding vessel is often invisible, 
making cautery impossible. 

The first-aid books are at fault. The proper first-aid treatment 
is pressure applied to the bleeding point by pressing hard on the 
soft part of the side of the nose, or more simply by pinching the 
nose tight between the finger and thumb. The patient should 
then retire to the nearest sink, sit down before it on a chair and, 
leaning forward, bathe the face with the coldest water obtainable. 
Even if the pressure on the nose fails to stop the bleeding after 
five minutes, continued pressure is indicated to give the blood 
every chance to clot in the nose and seal off the bleeding vessel. 
If the head is leaned forward the blood will overflow at the back 
of the nose and escape from the mouth. If the head is held back 
the blood will flow into the throat and cause spluttering and 
choking, which will increase the haemorrhage and anxiety, Deep 
breathing in and out of the mouth will tend to empty the veins 
and the neck, and a cork held between the teeth will help too. 
Such treatment will stop most nose bleeds. If it fails, the patient 
must be put to bed and the nose plugged. 

Nasal plugging has two functions—first, to apply pressure 
directly or indirectly to the bleeding vessel, and, secondly, to give 
the vessel time to heal or become obliterated by organized blood 
clot. For the second reason, the plug should obviously be left in 
place as long as possible. It is no use soaking the plug with 
adrenaline, whose physiological action is vasodilatation after pre- 
liminary vasoconstriction. If adrenaline is absorbed it will raise 
the blood pressure and increase anxiety, and if a plug soaked in 
adrenaline is left in for more than 24 hours it will stink and infect 
and congest the nasal mucosa. The early removal of such a plug 
may be rewarded with further serious haemorrhage. A plug 
which can be left in sufficiently long to allow the bleeding point 
to heal is one containing antibiotic (I prefer penicillin and sulpha- 
thiazole). A sufficient length of | in. (2.5 cm.) gauze (or, in 
emergency, bandage) is wetted under the tap, and wrung as dry 
as possible, so as to be sufficiently damp for the powder io 
adhere. A teaspoonful of the antibiotic powder is placed in the 
palm of the hand, the gauze is bunched up and the powder 
rubbed well into it between the two palms. With or without 
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preliminary cocainization, the nose is packed tight from the floor 
upwards in such a way that no loose end can fall into the 
nasopharynx. The plug can be left in for up to a week, but 
four days is usually long enough. Of course, the nose may bleed 
through the plug—an indication perhaps for more packing or 
consultant help; but I would say that nearly every case of serious 
haemorrhage admitted to institutions under my care in the last 
ten years has responded to the use of such a plug left in for four 
days. The importance of reassurance and rest in bed cannot be 
overestimated 

Nasal cautery in its various forms is very valuable for 
recurrent cases if the bleeding site is obvious. I would dis- 
agree with Mr. Stewart about trichloracetic acid. This is 
the easiest of all to use, but sufficient water must be added to 
the bottle containing the crystals. A very small quantity of 
the resulting syrupy fluid can easily be applied on a plain 
or cotton-tipped probe, after the application of cocaine 
I am, etc., 

York R. THOMAS. 


Control of Cholera 


Sir,—The article hy Sir Leonard Rogers (Journal, Novem- 
ber 23, p. 1193) is one of the most remarkable examples of 
concise exposition I have ever read in your Journal. This 
article within five pages summarizes a vast amount of 
personally conducted research on cholera over a period of 
86 years, including his own medical career of 65 years, and 
should be studied by every member of the profession as a 
lesson in lucid description and in the value of deductive 
research in furthering advance in medicine. 

Probably no other man has conducted such prolonged 
research on one disease for so long a period of time. By his 
work in cholera prevention, apart from his original work. 
which forms the basis of treatment, he must have prevented 
more deaths than any other living member of the profes- 
sion or indeed than any living person ; and cholera is only 
one of the props of the pedestal on which his fame rests. 
Surely, therefore, his name should be added to the list of 
the greatest doctors—-Harvey, Pasteur, Lister, Pavlov, Ross, 
and Fleming ?—I am, etc., 

Windsor H. WILLcon. 


Sir,—I must protest most emphatically against Sir Leonard 
Rogers's reference to India as “the Hindu Republic of 
India * (Journal, November 23, p. 1193). We are a secular 
democracy and the freedom of culture and religion is a 
fundamental right, ensured by our constitution. Of the 357 
million Indians, 117 million are non-Hindus, of whom the 
bulk are Mohammedans, apart from the 8.2 million 
Christians. 

It is far from my thought to suggest any similarity between 
Sir Leonard's reference and the performance of the hysterical 
anti-Indian section of the press. Yet even such unconscious 
inaccuracies as Sir Leonard’s will do much harm, which is 
easily done but very difficult to undo in the present political 
climate, especially as people are generally uninterested and 
therefore ready to swallow anything printed on paper. While 
it is interesting to investigate subliminal advertising, it is 
urgent to avoid inaccuracies like this, not only in the interest 
of truth but of better relationship also.—I am, etc., 

London, W.1. K. V. SHAH. 


Aldosterone Excretion in Pregnancy 


Sir,—Dr. R. Schuurmans rightly points out in his letter 
(Journal, November 23, p. 1239) that the urinary excretion 
of adrenal cortical hormones may not always reflect the rate 
of secretion by the adrenal glands, and, indeed, studies with 
radioactive cortisol and aldosterone have suggested that the 
turnover of adrenal! cortical hormones is greater than would 
be expected from the amounts of these hormones and their 
metabolites found in the urine.’ * Nevertheless, the estima- 
tion of urinary corticosteroids is frequently of value in the 
clinical assessment of the activity of the adrenal glands 
despite individual variation and the technical difficulties of 
complete recovery.’ 


CORRESPONDENCE 


Dr. Schuurmans suggests that the reduced excretion of 
aldosterone in the urine of patients with toxaemia of 
pregnancy may be due to dilution in an increased volume 
of extracellular fluid. This possibility assumes that the out- 
put of aldosterone from the adrenal glands is at a constant 
rate and implies that the urinary excretion of other adrenal 
cortical hormones and their metabolites would be similarly 
affected. We have observed little difference between the 
rates of excretion of hydrocortisone and cortisone and their 
tetrahydro derivatives by pre-eclamptic and normal pregnant 
patients, a finding consistent with those of Appleby and 
Norymberski.*—We are, etc., 

M. G. RINSLER. 

London, S.E.5. BARBARA RIGBY. 
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Sir,—Dr. R. Schuurmans in his letter (Journal, Novem- 
ber 23, p. 1239) appears to pose a paradox. In the last 
paragraph he states, “In this way the primary role of aldo- 
sterone in sodium and water retention has been firmly estab- 
lished,” while in the first he affirms that the fall in aldo- 
sterone excretion is the result of the rise in the extracellular 
fluid volume, that presumably it had helped to effect and 
of whose increase it was the primary cause. He concludes 
that there is no reason to look outside the mechanism of 
aldosterone effects of retaining salt and water to explain 
their retention in pregnancy and, presumably, in toxaemia, 
when such retention is still more marked. 

He attempts a far-fetched reconciliation by enunciating 
an unlikely hypothesis that the urinary aldosterone is a 
very poor measure of adrenal activity, contending that this 
hormone can on occasion be poured into the circulation and 
exert its activities in the tissues before it is excreted by the 
kidneys. But he makes no attempt to elucidate the analogy 
and to establish it in the context of the matters under con- 
sideration ; although he does cite in support certain features 
of primary aldosteronism to which toxaemia bears slight 
resemblance. 

Even were his hypothesis correct, how can he explain the 
findings of Venning,' who demonstrated that the aldosterone 
secretion was no higher in normal pregnancy than in 
toxaemia, when salt and water retention is so marked, if his 
explanation of the retention depends on the primary role of 
aldosterone ? And those of Venning’ and Rinsler,” who 
found that in the later stages of toxaemia, when there was an 
increasing oedema, the aldosterone excretion actually fell ? 
It is impossible to reconcile the heightening salt and water 
retention on the one hand with the diminishing excretion 
of a substance advanced as responsible for their retention. 

Then again, haemoconcentration is held now to be a 
characteristic accompaniment of the increasing severity of 
toxaemia. The newer evidence indicates that a reduction 
of blood volume increases the secretion of aldosterone.‘ 
Emphasis is thus shifted away from the extracellular fluid, 
that Dr. Schuurmans invokes for aldosterone secretion, and 
is directed to the circulating blood volume. An increase of 
aldosterone secretion—and not a diminution met with— 
should therefore accompany the toxaemic state as it mounts. 
A fresh paradox is imposed if we continue to subscribe to 
the view that an aldosterone mechanism dominates the scene 
where salt and water retention is concerned in toxaemia. If 
its secretion depends on blood volume it should be increased 
as toxaemia worsens. This it does not do. If salt and water 
retention depends primarily on aldosterone we could never 
explain how their retention increases while its secretion 
diminishes. 

From the known behaviour of this hormone, its primary 
intervention in the mechanism of pre-eclamptic oedema 
cannot be sustained. I would rather commend to the 
attention of obstetricians interested in the aetiology of 
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toxaemia the recent study by Berliner,” who has demon- 
strated that water retention can be made consequent on 
the clamping of the renal artery: and to the utero-renal 
reflex that can impose such an effect. There is no reason 
to search for another mechanism, if I may borrow Dr 
Schuurmans’ diction.—I am, etc.. 
London, W.1. J. SOPHIAN. 
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Hospital Confinement 
Sin.—Recent correspondents discussing whether it is 
better for babies to be born at home or in hospital seem to 
have overlooked one point of some importance to the 
parents. A patient of mine has recently applied for a home 
help while she is confined at home. She has been told a 
home help will be provided at a cost of £7 12s. per week, 
“unless her means are deemed inadequate, in which case some 
reduction will be made. If, on the other hand, she goes into 
hospital she will get not only treatment but board, lodging, 
and service for nothing. I do not wish to argue whether or 
not this state of affairs is right, but it obviously encourages 
the parents to lean towards hospital confinements.—I am, 
etc., 
Newick. Sussex J. R. CaLowett. 


Knock-knee in Children 


Str,-Mr. H. J. Seddon’s second proposition (Journal, 
November 30, p. 1303) is that “the responsibility for 
assessine the efficacy of any particular treatment rests on 
those who use it rather than on those who do not” (my 
italics). I am glad he agrees with me, therefore, that it is 
fundamentally wrong for an individual to declare as in- 
effective a treatment of which he or she has no measure of 
experience. That was my point (Journal, November 9. 
p. 1110). I did not seek to prove that splints are effective. 
I am no authority on this, but Mr. Seddon carefully avoids 
giving us the voting figures from his Institute poll. He 
simply declares a majority. There might be 3 to 4 or 1 to 6 
in favour of splints. At least it shows that there is a 
division of opinion and that some of his colleagues would 
seem to stand condemned. 

Dr. A. J. M. Morley’s paper (Journal, October 26, p. 
976) indicates that about 3 out of every 100 children still 
had 3 in. (7.5 cm.) of knock-knee at the age of 11. What a 
pity they had not been treated before the ordeai of 
secondary school. Portia set Shylock a task which was 
hopeless before the days of hypotensive anaesthesia. Mr. 
Seddon asks me to prove that I have an effective method of 
treating a condition which he knows gets better by itself. 
Most of us will continue to treat—perhaps to splint—gross 
knock-knee, but will do as we have always done, and refuse 
to give placebos to mild cases as a treatment for aunty’s or 
grandmother's anxiety.—-I am, etc., 

London, $.E.19 D. F. ELtison Nasi. 


At the Robert Jones and Agnes Hunt Orthopaedic 
Hospital we have, for the past five years, been keeping 
careful photographic records of a large number of patients 
who have been investigated for abnormalities of foot 
posture, and as these photographs have included, of course, 
the knees, these records, together with our clinical experience, 
strongly support the views put forward by Dr. A. J. M. 
Morley QVournal, October 26, p. 976), and defended so 
skilfully by Mr. H. J. Seddon (Journal, November 30, 
p. 1303). 1 do not think it too fanciful to say that the child 
unfolds like a flower, and that almost every child is bow- 
legged at the age of 18 months and knock-kneed at the age 
of 24 years. 

I am, however, most disturbed that Mr. Seddon should 
give support to Mr. T. T. Stamm’s contention (Journal, 


November 9, p. 1110) that children should be given 
appliances, however harmless these may be, in order to treat 
the mother. Where abnormal apprehension exists in the 
parent over such things as knock-knees, it is always worth 
while spending a short time trying to discover the cause for 
this, and, if this is done, an assurance related specifically to 
the anxiety will often suffice, particularly if this is combined 
with the offer to review the child's condition in six to twelve 
months’ time. Where this happy result is not then achieved. 
the mother requires psychological help, and in practice this is 
in my experience most smoothly achieved through the child 
guidance service. If, however, this appears too fanciful, and 
more “common sense” therapy is preferred, which will, I 
admit, have the advantage of treating the anxiety of the 
doctor as well as that of the parent, then it is plainly the 
duty of the surgeon who prescribes knock-knee splints to see 
that these remain completely efficient during the whole 
period they are used. If this is done, I think it will soon be 
apparent that such splints are never efficient in the parents’ 
hands for longer than a few hours or days, if the children 
and the parents are to have normal sleep and to retain their 
general health.—I am, etc., 


Wellington, Shropshire. G. K. Rose. 


Stimulating the Elderly 


Sir.—I notice an increasing tendency on the part of some 
consultants to stimulate elderly patients who are in the 
terminal stages of an illfiess to make efforts which are some- 
times beyond their powers and certainly beyond their in- 
clinations. I am quite prepared to believe that bedsores 
may be avoided and life possibly a little prolonged by these 
efforts to get out of bed, take a few steps, breathe more 
deeply, and generally “ buck up,” and yet it seems to me 
that this stimulation sometimes amounts almost to bullying 
and is not so much being cruel to be kind as being cruel to 
no very good purpose. I know that if I were in the terminal 
stages of some disease I should feel like an animal that 
wanted to slink into the bushes and, as far as possible, be 
left alone to die in peace.—I am, etc., 


London, S.W.7. J. N. Lorine. 


Tabulating Data 


Sir,—We regret that there were two errors in our paper 
(Journal, September 14, p. 619) which we failed to notice 
in the typescript, In our first formula (page 622) the ex- 


pression = should, of course, be a . In the last formula 
on this page the expression ,/1-Pd should read ,/ 100-Pd. 

We are grateful to our friends in Kuala Lumpur, Drs. 
Thomas Wilson and A. T. H. Marsden, for drawing atten- 
tion to the first of these (Journal, November 23, p. 1242). 
Neither affects the accuracy of the numerical tables or the 
scope of the method.—We are. etc., 

C. N. SmyTuH. 


London, W.C.1 M. N. Batnsrincr. 


Three-year Driving Licences 


Sir.—As a consequence of the Road Traffic Act, 1956, all 
drivers with surnames beginning A-F must now take out 
their driving licences for a period of three years, From a 
financial point of view this has several advantages, for, apart 
from a considerable cutting in staff and effort, the net gain 
from holders of ‘licences who die in the period and whose 
relicts find it indecent to reclaim a few shillings must be 
considerable. 

From a medical angle it is surely a most dangerous situa- 
tion. During a period of three years a man may well begin 
to suffer from “sudden attacks of disabling giddiness or 
fainting ” ; his vision may deteriorate so that not only can he 
not read a number plate “ containing six letters and figures,” 
but he may become quite blind; “either hand or foot,” 
or both, may be lost: and “any other disease, mental or 
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physical,” may appear and render the driving of a motor 
vehicle “to be a source of danger to the public.” 

There are penalties for making false statements on the 
application form, but if a man signs to say that he is quite 
well in 1957 he cannot be held to have made a fraudulent 
statement should his mind or body become deranged in 
1960. When, through the courtesy of my M.P., I took this 
matter up with the Ministry of Transport, I was told that 
the licensing authorities are empowered to revoke a driving 
licence if they have reason to believe that the holder is 
suffering from a disease or physical disability likely to cause 
him to be a source of danger to other road users—-small 
comfort, I feel, to the relatives of those slain by such a 
disability. The number of accidents due to physical defects 
on the part of drivers may be small, but surely it is folly 
to invite this unwarranted addition to the already appalling 
toll on the roads.—I am, etc., 

Kelvedon, Essex 


D. J. E. L. Carrick, 


Senna as a Laxative 


Smr,—-As a follow-up to two articles, by Professor J. C. 
McClure Browne et al. (Journal, February 23, p. 436) and by 
Mr. A, S. Duncan (p, 439), I inquired of my patients, 
obstetrical and gynaecological, what laxatives, if any, were 
used. I found that 45% did not take any particular pre- 
paration. I would like to believe, but doubt, that this was 
due to advice given on diet. The disturbing finding was 
that of the remainder 39% took liquid paraffin, either on 
advice from the doctor or on their own initiative. In the 
future perhaps more attention will be given to the criticism 
of liquid paraffin in the British National Formulary (1957) : 
“ Leakage from the anus is not only embarrassing but may 
also lead to pruritus ani. Liquid paraffin, when highly 
emulsified, is to a small extent absorbed from the alimentary 
tract; it may then be deposited in the mesenteric lymph 
nodes and in the liver and spleen, and, after prolonged 
usage, may provoke a chronic inflammatory paraffinoma. 
Liquid paraffin interferes with absorption from the gut of 
carotene and vitamins A and D.” 

The pregnant woman is filled full of vitamin tablets yet so 
often is prescribed liquid paraffin. For three years, apart 
from advice on diet, I have found it unnecessary to prescribe 
any other laxative than standardized senna (“senokot”), 
about which the articles already referred to were enthusiastic. 
The pregnant woman, so difficult to please because of 
nausea, has a choice with regard to this preparation of 
chocolate granules or tablets. And she can go on taking it 
nightly without ill effect. When visiting a professor in 
Bagdad recently I was pleased to find “ senokot ™ available 
there, an arrangement which was unaccountably deficient as 
far as many other British drug preparations were concerned. 

While on this subject may I point out that often the only 
criticism many obstetric patients make about confinement is 
the discomfort caused by castor oil, oft repeated, in medical 
induction of labour. Although castor oil was cultivated 
and used in Egypt seventeen hundred years before Christ. 
this is no reason to perpetuate its use. It is unnecessary in 
obstetric practice —I am, etc., 

Bristol G. Gorvon LENNON. 


Infants’ Feeding-bottles 


Sir.—I was interested in Dr. D. J. Thomas's somewhat 
amusing and typically male letter (Journal, November 23. 
p. 1240), as I have recently been looking after my brother's 
2-months-old baby and was presented with an upright non- 
valve type of bottle and a teat with the minutest hole. 
On one occasion, when fed by my brother, the baby 
spent over an hour in good, strong sucking, and only 
managed to get one ounce (28 mil.) of milk, so I can 
sympathize with Dr. Thomas and his baby. However, the 
solution to the problem is simple—make the hole bigger, 
and the milk can be made to flow at whatever rate is desired. 
The reason why manufacturers sell teats with such tiny holes 
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is merely because it is easy to make a hole bigger, but im- 
possible to make a big hole smaller. Dr. Thomas, being a 
man, has probably never tried to clean the boat-shaped type 
of bottle or he would at once realize why this ridiculous 
shape is fast becoming extinct.—I am, etc., 

P. M. FLeury. 


Ardara, Co. Doncgal. 


Dangers of Nitrous Oxide 


Sin,—I was very interested to read your annotation 
(Journal, November 30, p. 1293) on the dangers of nitrous 
oxide. I feel 1 should like to comment on a few of the 
points raised. As far as I can gather from the literature, 
the only danger with regard to the use of nitrous oxide is 
the concomitant hypoxia previously considered necessary. 
Nowadays the standard practice in major surgery, since the 
advent of relaxants and following work by Brennan, Gray, 
etc., is the use of nitrous oxide with high oxygen percentages 
in conjunction with the necessary adjuvants. Unfortunately, 
in dental and casualty type ambulant patients, the associa- 
tion of hypoxia with nitrous oxide is still considered 
de rigueur. Lip service has been paid by many to using 
higher oxygen concentrations than formerly was the case,” 
but the basis of the methods, and of the teaching of the 
methods, is still reliance on asphyxia as the means of making 
nitrous oxide work. From this follow all the evils you 
mention, even and including the cause of the “ fainting,” 
owing to the effects of asphyxia on the myocardium. 

In your annotation you mention that I’ have re- 
emphasized what was previously known by a generation of 
dental anaesthetists. If that is the case it was unfortunately 
allowed to be forgotten. I do not think that, until Klock’ 
published his article, it was seriously considered that patients 
could have been satisfactorily induced and maintained on 
nitrous oxide, using oxygen at or near atmospheric concen- 
trations. I have used this technique now on some 4,000 
cases ; on all types of patients ranging from children of 24 
years to an arteriosclerotic man of over 80 years. The results 
are as satisfactory as those of any nasal nitrous oxide can 
be. Minor difficulties, such as possibly undue movements 
of the limbs or excessive crying, are due to faults by the 
administrator and not to a fault in the type of administra- 
tion. These faults can be suitably corrected by intelligent 
manipulation of the mixture to maintain a level nitrous- 
oxide concentration while still dealing with a pink. quietly 
breathing, relaxed, analgesic, and amnesic patient. Hypoxia, 
of whatever degree or duration, is undesirable ; with the 
technique I now use, it is also unnecessary. Why should it 
still be used ? Probably because of a misconception as to 
the mode of action of nitrous oxide. This substance has all 
the advantages enumerated in your annotation, and in 
addition carries no metabolic toxicity or ill effects on the 
myocardium. To change from such a useful, convenient, 
satisfactory, and safe agent to any more poisonous substance 
reputedly more potent would surely be a retrograde step. 
Proper use of nitrous oxide is what is required ; I suggest 
the introduction of an asphyxial element into nitrous-oxide 
administration is making an improper use of the substance. 

I am, ete., 

Cheltenham ARTHUR ToM. 
REFERENCES 
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POINTS FROM LETTERS 


Expression of Placenta 


Dr. Conn McC.iuskey (Dungannon) writes: When the placenta 
is in the vagina in the third stage of labour it often requires 
firm pressure on the fundus to express it. Even this amount of 
trauma distresses the patient, as observation of her face shows, 
and it may even predispose to obsietric shock. For some time 
I have instructed the mother to lay her own hand flat across the 
fundus; I place mine over hers and apply pressure. I find that 
she can contract and relax various fingers to protect the tenderest 
points. My patients are emohatic that this manceuvre almost 
entirely eliminates a pain which obviously strikes very deeply into 
their consciousness. 
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Obituary 


G. C. BERG, M.D., D.P.M. 


Dr. Charles Berg, consulting psychiatrist to the British 
Hospital for Functional and Nervous Disorders and to 
the Institute for the Scientific Treatment of Delinquency, 
died at his home in Harley Street on December 5. He 
was 65 years of age. 

George Charles Berg was born in India on July 5, 1892, 
and was educated at Birkbeck School and at Lausanne in 
Switzerland. He became a medical student at St. Thomas's 
Hospital, qualifying in 1915 and graduating M.B., B.S. in 
1921. After holding the posts of casualty officer and resident 
anaesthetist at St. Thomas's, Dr. Berg joined the R.A.M.C. 
and served as a captain during the first world war. On 
demobilization he went into general practice in north 
London for a time, but before long he was on the way to 
achieving a reputation as a specialist in medical psychology. 
Having held clinical assistantships in the mental department 
at St. Thomas's and at the Bethlem Royal Hospital, he 
proceeded to the M.D. in psychological medicine in 1927, 
taking the D.P.M. in the same year. His main interest was 
in psycho-analysis, and for many years he was on the staff 
of the Tavistock Clinic. During part of the second world 
war he was medical officer and acting medical superin- 
tendent of Peckham House Mental Hospital. He wrote a 
number of books, including War in the Mind (1941), Deep 
Analysis (1946), Clinical Psychology (1948), and quite 
recently a book entitled Being Lived by my Life, which he 
described as “ A Sort of Autobiography.” 

Dr. Berg was twice married. By his first wife he had a son 
and a daughter, and by his second wife, Ruth Santo, he had 
two daughters. 

We are indebted to Dr. Eowarp GLover for the following 
appreciation : The death of Dr. Charles Berg removes one 
who played a distinguished part in maintaining and advan- 
cing the traditions of medical psychology, a faculty which 
in recent years has been overshadowed by the development 
of modern psychiatry. Although by training an experienced 
psychiatrist and closely conversant with the principles and 
practice of psycho-analysis, he was par excellence a medical 
psychologist whose sympathies and intuitions were caught 
and held by those forms of mental conflict which warp or 
inhibit the character of man, bringing in their train in- 
adequacy and suffering. The warmth of his sympathies 
was reflected in his own personality, and it is not surprising 
that his professional services were in constant demand and 
that he ranked among the most successful of psycho- 
therapeutists. 

In addition to his therapeutic interests, Dr. Berg turned 
his abundant energies in a number of other directions. En- 
dowed with an unusual flair for exposition, an effortless 
ability to write in a persuasive style, a good deal of his time 
was devoted to medico-psychological journalism and to the 
production of books which, without sidestepping the com- 
plexities of his subject, could be read with easy understand- 
ing by Everyman. Throughout his professional life, how- 
ever, he was governed by the desire to produce a synthesis 
of his wide experience in the form of a systematic textbook ; 
and his earlier essays in this direction were unusually 
successful. It is to be hoped that this projected outline will 
ultimately be published. 

Needless to add, Dr. Berg was held in high esteem by col- 
leagues as well as by his patients. Those who knew him 
more intimately could not but be impressed by the vitality 
and diversity of his character, his almost exuberant spirits, 
his humour, tolerance, and capacity to establish sympathetic 
contact. He enjoyed a certain richness of individuality which 
made him outstanding in any company. His death represents 
a considerable loss to the faculty to which he devoted his 
life. 
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F. JASPER ANDERSON, C.LE., M.C., F.R.C.S. 


Lieutenant-Colonel F. J. Anderson, formerly professor 
of surgery at the Medical College, Calcutta, died in Cal- 
cutta on November 28 at the age of 71. 


Frederick Jasper Anderson was born on March 10, 1886. 
He was educated at Epsom College and studied medicine at 
St. Bartholomew's Hospital, qualifying in 1911 and graduat- 
ing M.B., B.S. in 1912. The same year he passed high into the 
Indian Medical Service. In the first world war he saw active 
service in France, Belgium, Mesopotamia, and Egypt, was 
mentioned twice in dispatches, and was awarded the Military 
Cross for conspicuous gallantry in action. He remained on 
semi-active service until 1921, when he returned to England 
and obtained the F.R.C.S. in 1922. In 1923 he was selected 
for civil employ in the Madras Presidency and held various 
appointments in the districts and in Madras itself until 1928, 
when he was appointed officiating principal and professor of 
surgery at the Andhra Medical College, Vizagapatam, being 
confirmed in that post a year later. In 1934 he was trans- 
ferred to Calcutta as professor of surgery, a post he held 
until his retirement in 1941, when he was immediately re- 
employed in the same capacity for the duration of the 
emergency, finally retiring in 1945. He was awarded the 
C.LE. in 1939. 

Anderson combined boldness and dexterity as an operator 
with great surgical wisdom and judgment——-a combination 
that brought him a reputation that was far from local and 
patients from all over India. He was a good teacher who 
preferred the bedside and the operating theatre to the lecture- 
room for this purpose, and many of the leading Bengal 
surgeons received their first impetus and encouragement from 
him. 

A bachelor, he had two ruling passions in life—surgery 
and racing. For years he owned and raced a string of horses 
in Calcutta with considerable success. When his re-employ- 
ment ceased in 1945 he remained in Calcutta in private con- 
sulting practice, largely because it gave him the chance to 
indulge his hobby, which he did up to the end of his life. 
Anderson was a downright man. His brusque, abrupt 
manner concealed, from those who knew him slightly or 
whom he considered bogus, an essential kindliness which his 
patients and his students soon discovered. He did not suffer 
fools gladly, and he hated any form of pose. His friends 
will miss him sadly, and his death leaves a gap in both 
British and Indian circles in Bengal, which alike regarded 
him with reverence for his skill and with affection for his 
sportsmanship. —J. B. H. 


MANFRED SAKEL, M.D. 


Dr. Manfred Sakel died from a heart attack at the age 
of 57 at New York on December 3. He became famous 
through the introduction of the insulin-coma treatment 
of schizophrenia. 

Manfred Sakel was born in a small town of the Bukowina, 
a north-eastern province of the Austro-Hungarian empire. 
After graduating in medicine at the University of Vienna in 
1925, he went to Berlin to work at a well-known private 
psychiatric hospital. Sakel was a therapeutic activist, having 
been deeply impressed by Wagner-Jauregg’s malaria treat- 
ment, which was the first breach in the wall of therapeutic 
nihilism separating the psychotic patients from doctors as 
well as the outside world. During his Berlin period Sakel 
first produced insulin coma in catatonic patients for thera- 
peutic purposes. After Hitler's rise to power he returned 
to Vienna, where he was given the opportunity of continuing 
his work at the university clinic, which again became a 
centre of therapeutic enthusiasm, having been the birthplace 
of the malaria treatment of general paralysis. Psychiatrists 
from all over the world went there to learn from Sakel and 
his team the lengthy and arduous but often highly successful 
insulin-coma treatment. 

Sakel emigrated to America in 1937. His treatment 
became established as the standard therapy in early schizo- 
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phrenia. The discharge rates went up noticeably wherever 
it was employed, although the long-term results have proved 
somewhat disappointing. Sakel at first believed the thera- 
peutic effects to be due to the specific action of insulin, but 
emphasized the need for combining insulin treatment with 
psychotherapy. The psychological impact of the intensive 
therapeutic regime, to which the patient is subjected over 
a considerable period, is by many held to be as important 
as the violent disturbances of homeostasis systematically 
produced during the insulin-coma treatment. The great 
demands which it makes on the medical and nursing 
resources have biased many psychiatrists in favour of simpler 
treatments. Sakel deeply deplored this tendency, and he had 
the support of most experienced psychiatrists in his campaign 
against the abandonment of his treatment. Sakel was sensi- 
tive of criticism and felt that he had not been given the 
official recognition due to him. He refused many offers 
of academic appointments and preferred to remain inde- 
pendent. His main preoccupation was the perfection of his 
treatmemt, and when last autumn the psychiatric clinic at 
Vienna University celebrated the thirtieth aniversary of the 
introduction of insulin treatment Sakel expressed the view 
that by prolongation of the coma and of the treatment as a 
whole the results could be greatly improved. 

Whatever the fate of his treatment is going to be, Sakel’s 
place in the history of psychiatry is secure. He has revolu- 
tionized the approach to mental illness and introduced a 
previously unknown therapeutic optimism into the mental 
hospitals where inertia and defeatism had been all too 
common, For this great achievement he will always be 
remembered with gratitude.—E. S. 


ALAN MILNER, M.B., Ch.B. 


Dr. Alan Milner, who was in general practice at Naffer- 
ton, East Yorkshire, for many years, died there on 
November 4. He was 53 years of age. 

Alan Milner studied medicine at Leeds University, graduat- 
ing M.B., Ch.B. in 1928. After holding the appointments of 
house-surgeon and ophthalmic and aural house-surgeon at 
the General Infirmary and assistant resident medical officer 
at the Leeds Maternity Hospital, he settled in practice at 
Nafferton in 1930. From 1931 to 1949 he was part-time 
medical officer of health for the Driffield rural district, and 
for some time he was medical officer to Driffield Cottage 
Hospital. A member of the British Medical Association for 
nearly thirty years, he served on the General Medical Ser- 
vices Committee for one session (1949-50), and was a mem- 
ber of the Rural Practitioners Subcommittee from 1951 until 
his death. Dr, Milner’s wife died in 1950, and he is sur- 
vived by one son, 


R. D. M. writes : It is not easy to write about Alan Milner. 
There are few of his type left, and present circumstances do 
little to perpetuate his breed. He came to Nafferton some 
27 years ago—Naffertou a small village in the heart of rural 
East Yorkshire ; East Yorkshire a country area still peopled 
by simple country folk. Country folk they may be, but they 
embrace everyone from the titled squire to the humblest 
village labourer. To everyone he was a friend, to everyone 
he was Dr. Alan—not Dr. Milner but just Dr. Alan. He 
was an intensely shy man, and, as with so many shy men, a 
man with a large, ‘warm, generous heart—a heart which 
would overflow in kindness to anyone who needed his help 
or to anyone who showed him kindness. He was capable of 
the most passionate feeling. His anger was rare, but it was 
instantly roused by anything which was mean, shallow, or 
pretentious. To his patients he gave everything. He was 
an individualist through and through, and, as with all in- 
dividualists, he was no lover of the State Service ; but his 
enmity was directed only to that part of it which seemed to 
drive a wedge between him and what he considered it was 
his duty to do towards his patients. 

He was a man of many interests, all with their roots in 
the countryside. A fearless point-to-point jockey when 
young, a regular rider to hounds, an extremely knowledge- 
able person in all matters relating to horseflesh, a man with 
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his own small stud which he raced and hunted to his own 
great happiness. He was also intensely fond of his garden. 
But of all his traits that which I remember most and 
associate most with him is his courage. His wife died some 
seven years ago, but he never allowed his bereavement to 
interfere with his duties to those who had been entrusted to 
his care, nor did he expose his sorrows to his countless 
friends. In all things he set about the task of the day with- 
out taking undue thought for what the morrow might bring. 
Consistently he followed the golden rule, and by continued 
practice and self-discipline he acquired such a degree of 
equanimity that he was able to bear a very great measure ol 
success without pride, the affection of his friends with 
humility, and when the day of trial and tribulation came, as 
to him it came in full measure, to meet it with courage 
befitting a man. 


JOHN McGARRITY, M.D., D.P.H. 


The obituary of Dr. John McGarrity was printed in the 
Journal of November 30 (p. 1312). 


A colleague writes: Former residents of Dr. John 
McGarrity will be grieved to hear of his passing, for he 
was regarded by them with warm affection. A shy and 
retiring man, he was ever willing to discuss with them their 
cases and their own personal problems in the sanctuary of 
his room at the hospital. Erudite in his chosen field, he yet 
realized the limitations of his knowledge in the wider field 
of medicine and did not hesitate to seek the advice of other 
colleagues on puzzling cases. As a Comparative junior I 
have many recollections of the lessons learned from these 
consultations, both at the bedside and later in the residents’ 
sitting-room, Thus we learned not only about infectious 
disease but general medicine as well. Deeply concerned with 
the welfare of his patients, he gave his all to them, and they 
in return reposed complete confidence in his judgment. He 
was interested in all the activities of his hospital, profes- 
sional as well as social; indeed, he was the ideal medical 
superintendent. He shared the happiness and content of 
his family life with his residents, who must cherish the many 
hours they spent in that intimate circle around the McGarrity 
fireside. Retiring after a serious illness, he returned to Edin- 
burgh, where he lived quietly among the books he loved so 
much. Our warmest sympathy goes out to his wife and 
daughter who survive him. 


Medical Notes in Parliament 


OPTICIANS BILL 
The Opticians Bill was given a second reading in the 
Commons on December 6, after its sponsors had made clear 
their intention to deal during the committee stage with 
points to which objection has been taken. 

Mr. RoLtanp Russet, (Wembley, South, Con.), moving 
the second reading, outlined the proposed amendments. 
Clause 1, together with the Schedule, set up a General Optical 
Council of 23 members ; the Ophthalmic Group Committee 
of the B.M.A. considered it was under-represented ; that 
could be discussed in committee. Clause 2 as drafted laid 
down that the council should establish two registers of 
opticians : under subsection (l)a, a register of ophthalmic 
opticians qualified to test sight and fit and supply spectacles ; 
and under (1) a register of dispensing opticians qualified 
to fit and supply spectacles, whether or not they were also 
qualified to test sight. Subsection (2) empowered the 
council, if it thought fit, to maintain a separate part of the 
register of ophthalmic opticians for those engaged only 
in sight-testing. The dispensing opticians, and to some ex- 
tent medical men connected with optics, wanted to see even- 
tually only two categories—those testing sight, and those 
fitting and supplying spectacles—and to close down) the 
register under subsection (1)a. 

The sponsors of the Bill had agreed, with the support of 
the ophthalmic opticians, to meet this objection. He pro- 
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posed therefore to move an amendment in committee which 
would make it obligatory on the council to establish three 
registers: from the start, and to alter subsection (2) so that 
it could become subsection (1)c. In that event the first 
register might be called the “ register of ophthalmic dispens- 
ing opticians,” leaving the other two for ophthalmic opti- 
cians and dispensing opticians. Nothing was laid down in 
the Bill for eventually closing the first register. The Crook 
Committee had left it for the General Optical Council to 
judge when the development of the ophthalmic optical pro- 
fession had reached the stage which justified it. The pro- 
moters had been told that subsection (2)a of Clause 4 
would exclude ophthalmologists who tested sight for dis- 
pensing opticians. There was no intention to do that, and 
he would be only too happy to move an amendment. 

Clause 20, laying down penalties for those who pretended 
to be registered, did not prevent anyone calling himself an 
optician, without prefix or suffix, nor did it prevent the 
testing of sight and supplying of glasses by persons other 
than registered opticians, There was a general feeling that 
there should be a prohibition of that kind. The Crook 
Report advised (paras. 87 and 88) legislation against the pre- 
scription and supply of spectacles by unregistered persons 
and indiscriminate sales by chain stores, He thought it might 
be done by phraseology such as was used in Section I of 
the Dentists Act, 1921. With the help of the Department 
something might be drafted to cover what was needed with- 
out having to include sun glasses or simple magnifying 
glasses. Anxiety had been expressed that clause 20 might 
take away the livelihood of long-established opticians who 
were not qualified by examination, but who had been carry- 
mg on perfectly good practice for many years, He under- 
stood the clause would not do that, because examination 
was not necessarily the only qualification. 

It had been suggested that Clause 22(1)a might prohibit 
dispensing opticians from advertising. That was not the 
intention, and he would accept an amendment to make that 
clear. Subsection (1) might threaten the use of the name 
“ medical eye centre.” which had become established all 
over the country. It was not the intention of the Bill to 
do that. The wording was therefore something they would 
be only too glad to put right in committee. 

Mr. W. GrirritHs (Manchester, Exchange, Lab.), a con- 
sulting ophthalmic optician, seconded, and mentioned that 
since the Health Service was instituted the astonishing num- 
ber of 40 million persons had had eye examinations—80%, 
of them in England and 92% in Scotland—by ophthalmic 
opticians, 

Inadequate Consultation with B.M.A. 

Sir Ropert Boorusy (Aberdeenshire. East, Con.), who 
expressed himself as having been largely satisfied with the 
amendments that were forecast, entered an objection against 
the sudden appearance of this Bill after the B.M.A. had 
heen informed last April by the Minister of Health that 
the Government intended to introduce legislation in due 
course and that there would be further consultation with 
the B.M.A. on the subject, The B.M.A. was in favour of 
registration and professional status for opticians. But the 
creation of a new profession, with disciplinary machinery 
and power to make recommendations affecting an important 
part of the Health Service. should be taken seriously, The 
introduction of this Bill, at short notice, by a private mem- 
ber should not be thought to establish a precedent for 
making major changes in the Health Service without ade- 
quate notice and full consultation with the B.M.A. He 
suggested that Clause 4(2)a was so drawn as practically to 
prevent 800 medically qualificd ophthalmologists testing sight 
in medical eye centres situated on the premises of dispens- 
ing opticians. It might be amended in committee to include 
ophthalmic medical practitioners as well as registered oph- 
thalmic opticians. Mr. R. RUSSELL intervened to say that 
he hoped to deal with that point. 

This was endorsed by the Government spokesman, Mr. 
RICHARD THOMPSON, Parliamentary Secretary, Ministry of 
Health. First, on the point about hurry and lack of con- 
sultation. he said that, while it was not found possible to 
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meet all the points raised in the consultations which fol- 
lowed the Crook Report and the Ministry's memorandum 
thereon, none of them had been pursued by any of the 
bodies concerned between 1954 and this year, which showed 
how wide a measure of acceptance there was for the 
memorandum at that time. On Clause 4(2)a the impression 
had got about that the effect would be to take away from 
doctors the power of testing sight. That was a miscon- 
ception, which he would like to clear up as definitely and 
conclusively as possible, The object of the clause was to 
prevent sight-testing being carried on by an unqualified 
person in the course of the business of a firm of opticians. 
It had been alleged that this would interfere with the 
common practice by which an ophthalmic medical practi- 
tioner tested sight on the premises of a firm of dispensing 
opticians, Nothing could be further from the intention of 
the clause. There was no intention whatsoever to interfere 
in any way with the right of the ophthalmic medical prac- 
titioner to test sight and prescribe glasses on the premises of 
a dispensing optician or elsewhere, If it seemed appropriate 
that a clarifying amendment putting the issue beyond a 
peradventure should be made in committee it would cer- 
tainly have the whole-hearted support of the Government. 

Mr. JouN Hynp (Sheffield, Athercliffe, Lab.) drew atten- 
tion to the number of lay members on the proposed 
General Optical Council, and urged that there should be 
three, to facilitate the work of the disciplinary and investi- 
gating committees. 


Hospital Building Programme 

It is proposed, subject to Parliamentary approval, that 
£22m. shall be spent on capital development in the hospi- 
tal service in England and Wales in 1959-60. This compares 
with the £18m. in the current financial year and £20m. 
proposed for next year. 

Making this announcement on December 6, the MINISTER 
or HEALTH stated that hospital boards were being informed 
of their individual allocations within this total for the 
modernization of mental hospitals, the replacement of 
obsolete plant, and ordinary capital expenditure. In addi- 
tion, the programme of major building projects announced 
by his predecessors would be continued and extended. The 
original programme, in order to encourage speedy action, 
included more projects than it would be possible to start 
in the years to which it was allocated. Projects already in 
the programme, but not started, and the second phases of 
some of those for which only the first phases had so far 
been authorized, were likely to make a considerable claim 
on the capital available for 1959-60. The Minister was 
inviting boards to bring to completion the planning of a 
number of additional major projects. He hoped that all 
boards would endeavour to complete the planning early in 
1959-60. 

The projects selected include the first phases of new hos- 
pitals to be built at Liverpool and Boston, and the second 
phases of a number of large schemes already in the pro- 
gramme, such as the new hospitals at Huddersfield, Swan- 
sea, and Swindon; the mental deficiency hospital at Llan- 
frechfa Grange, near Newport; the development of the 
Downs Hospital, Sutton, as a medical nuclear physics 
centre; and the provision of a new x-ray department and 
theatres at Lewisham Hospital, where the first stage of 
development is now nearing completion, There are new 
out-patient departments for the Dudley Road Hospital at 
Birmingham, the Chester Royal Infirmary, and the North 
Staffordshire Royal Infirmary, Stoke-on-Trent; an out- 
patient department and admission unit to serve the Holly- 
moor and Rubery Hill Mentai Hospitals; and an admis- 
sion unit and convalescent villas at the Garlands Mental 
Hospital, Carlisle. A new regional neurosurgical unit is 
included for the Newcastle General Hospital. Extensions 
are proposed at the Pontefract General Infirmary, Sharoe 


.Green Hospital at Preston, the Blackpool Victoria Hospi- 


tal, Blackburn Royal Infirmary, and Bronglaise Hospital. 
Aberystwyth ; and works of modernization are included for 
St. James’s Hospital, King’s Lynn; the City Hospital. 
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Exeter ; St. Lawrence's Mental Hospital, Bodmin ; and Hope 
Hospital, Salford. The Minister said he was also asking for 
plans to be prepared for the first phase of some hospital 
development in Hull, and for additional beds at Ilford or 
Barking, but details of these two schemes had yet to be 
worked out with the boards concerned. 


Risks from Aircraft Carrying Nuclear Bombs 

The Prime MINISTER expanded on December 3 the ex- 
planation he had given the previous week that if an air- 
craft carrying nuclear bombs were to crash there would be 
no danger of an explosion. Mr. GrorGce Brown (Belper, 
Lab.) asked if the Prime Minister could give an assurance 
that a crash could not causea fall-out of radioactive material 
as a consequence of the breaking of the container in which 
the bomb was carried. The Prime MINISTER stated that if a 
machine crashed when carrying atomic or hydrogen bombs, 
or indeed when it was in transit carrying nuclear material in 
any form, whether by air or on the land, it was possible 
that there might be an oxidization of any plutonium con- 
cerned. Plutonium oxidized fairly easily. The danger 
would be of a very limited kind, and would be dealt with 
at once under the established precautionary procedures. 
The hazards of uranium 235 were far less than from plu- 
tonium, because it neither burned nor oxidized easily. He 
did not therefore think that the risks referred to—there was 
none from an explosion—were sufficient to justify any action 
which would seriously reduce the state of readiness or the 
training of bomber aircraft, whether British or American. 


Parking in Harley Street 

The Government were asked by Lorp Cotwyn on De- 
cember 4 what they intended to do about the parking 
facilities in Harley Street, Wimpole Street, Devonshire Street, 
Weymouth Street, etc. Lorp MaNcrort, Minister without 
Portfolio, pointed out that the immediate responsibility for 
dealing with the parking problem in the Harley Street area 
was not that of the Government but of St. Marylebone 
Borough Council. The Road Traffic Act, 1956, gave the 
council, in common with others in the London area, power 
to propose to the Minister of Transport schemes for the 
regulation of parking on the public highway, by means of 
parking meters or otherwise. One such scheme submitted 
by the St. Marylebone Council was at present the subject 
of a public inquiry (see Supplement, p. 202). Lorp Cotwyn 
asked if it would be possible for the doctors to have some 
form of badge, certificate, or disk on their cars, in order 
to get out in an emergency. Cars were being parked in 
double rows, and when a hospital rang up a doctor for 
an emergency operation he could not get out because of 
this double parking. Lorp Mancrortr could not comment 
on a subject still before a public inquiry ; but having served 
for some years on this loca! authority, and having been 
chairman of the public health committee, he could assure 
Lord Colwyn that the point he had made and the problems 
of doctors were borne fully in mind, 


Pre-natal Care 

Sir Kerra Josern (Leeds, North-East, Lab.) asked the 
Minister of Health whether, while recognizing that the 
1,094 maternal deaths due to pregnancy and childbirth 
during the years 1952-4 were only a minute fraction of 
the two million pregnancies in the same period, he was 
satisfied that the avoidable factors—set out in the Ministry 
of Health Report' No. 97 on Public Health and Medical 
Subjects—-which caused the deaths in about 50% of these 
fatalities and which must have adversely affected the wel- 
fare of many non-fatal cases, had been adequately brought 
to the minds of all concerned, including those few mothers 
who neglected available pre-natal care or, despite strong 
medical advice, refused hospital delivery. Mr. Watker- 
SmitH stated on December 4 that copies of the published 
report, to the number of 1,200, had been issued to a wide 
range of interested bodies and persons, including hospital 
authorities having maternity beds, local medical committees, 


See leading article, Brit. med. J., 1957, 2, 280. 
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and medical officers of health. Some time ago, on the 
advice of the Standing Maternity and Midwifery Advisory 
Committee, arrangements were made for the holding of 
local professional conferences throughout the country to 
discuss measures for the improvement of antenatal care. 
Also notes had been issued for the guidance of the editors 
of women’s journals, emphasizing the need for all expectant 
mothers to seek and follow medical advice during pregnancy. 


Psychiatric Research 

Dr. DonaLp JoHNSON (Carlisle, Con.) asked if the Minister 
of Health was aware that several distinguished workers in 
psychiatric research had recently left this country to work 
overseas ; and what proportion of the total sum spent on 
medical research in this country was spent on research into 
the causes of mental illness. Mr. Watker-SmitH replied 
that he was not aware that any appreciable number of psy- 
chiatric research workers had left this country to work over- 
seas. The total sum spent on medical research and the pro- 
portion of this total spent on research into the causes of 
mental illness could not be accurately calculated, since they 
combined expenditure by hospital authorities, universities 
and medical schools, and private research funds, as well as 
by the Medical Research Council. Of the Medical Research 
Council’s budget of approximately £2,300,000 for 1956-7, 
£58,000 was spent on work directly connected with the 
causes of mental illness. The latter figure did not include 
expenditure of a similar order in neurology and psychology, 
which were closely allied to psychiatry. 


Disclosure to Insurance Companies 

Sir ArtHuur Harvey (Macclesfield, Con.) on December 4 
asked the Secretary of State for Air what medical inform- 
ation regarding members of the Service was disclosed to 
insurance companies. Mr. CHartes Orr-Ewinc, Under- 
Secretary, told him “ None.” This question had been re- 
viewed many times in the past, and it had been decided that 
it would not be in the public interest to disclose this 
information, 

Doctors’ Pay 

The Minister OF HEALTH on December 9, replying to 
questions about the doctors’ pay, said it was too soon to 
specify any precise period for the Royal Commission’s 
inquiry. The chairman had informed him that the report 
would not be ready unti! some considerable time after 
Easter. 


Medico-Legal 


ALLEGED INJURY TO OPTIC NERVE 

On December 3 at Manchester Mr. Justice Lynskey gave 
judgment for the Manchester Regional Hospital Board and 
Mr. John Evans in an action for damages brought against 
them by Mrs. I. Sullivan. 

Evidence was given that on September 8, 1955, Mrs. 
Sullivan submitted to an operation by Mr. Evans at 
Accrington Victoria Hospital for the removal of nasal 
polypi. On recovering from the anaesthetic her right eye 
was swollen and remained so for several days. She asked 
the ward sister several times “ if her eye would be all right,” 
and two days after the operation herself noticed that the 
eyeball had the appearance of red jelly and that she could 
not see. However, she accepted the reassurance that her 
sight would ultimately be all right. Four days after the 
operation the ward sister asked the resident surgical officer 
to examine her because the swelling still persisted. As soon 
as he had looked into the eye with an ophthalmoscope he 
telephoned Mr. Evans, who visited her and arranged her 
transfer to the care of an eye specialist. 

It was claimed on behalf of the plaintiff that the nursing 
staff did not heed her complaint of blindness and failed to 
appreciate the possibly serious consequences of the opera- 
tion and therefore did not draw the attention of any medical 
officer to her condition. Against the surgeon it was alleged 
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that he had caused injury to the right optic nerve or bleed- 
ing into the orbital tissues of the eye, resulting in damage 
to the optic nerve and blindness, and that he should have 
been aware of the possibility of the dangerous bleeding and 
the immediate remedial steps required. It was also claimed 
that he should have warned the nursing staff of the neces- 
sity for special vigilance and explained to the patient the 
inherent danger of the operation. 

Professor V. F. Lambert was the expert called on behalf 
of the plaintiff. In his evidence he said that he himself had 
had no personal experience of such a complication after this 
operation and at the time in question knew only of two 
cases reported in the literature. He did not think that the 
occurrence of such bleeding behind the eye necessarily indi- 
cated lack of skill on the part of the operator, but in a 
lecture he had given at the Royal Society of Medicine in 
February, 1955, he had drawn attention to the possibility 
that where this type of haemorrhage was recognized early 
immediate decompression might prevent irreversible damage 
to the sight. 

Mr. Evans himself testified that he had performed hun- 
dreds of similar operations, had never experienced such a 
complication before, and was not at that time aware of the 
content of Professor Lambert's lecture. His operating tech- 
nique was no different on this occasion from what it had 
been on others, and he gave no special instructions to the 
nursing staff because there was no occasion for him to do so. 

On behalf of Mr. Evans two experts were called, Mr. 
E. J. Mitchell, the ophthalmologist to whose care Mrs. 
Sullivan was subsequently transferred, and Mr. McKie Reid. 
The latter, with the help of a skull, explained how retro- 
orbital haemorrhage could occur as a result of operations 
in the ethmoid region. He gave his opinion that such a 
rare accident could not be reasonably anticipated in any 
particular case and could not be prevented by any known 
means. He was quite definite that he himself would not 
advise or undertake decompression in this kind of case, 
since he firmly believed such intervention would almost 
inevitably do more harm than good. 

The judge found that there was no lack of reasonable 
skill and care on the part of the surgeon and that the nurs- 
ing staff were not negligent because they failed to recog- 
nize the significance of the appearance presented by the 
patient and her complaint that she could not see. He found 
himself bound to find in favour of the two defendants. 


The Medical Protection Society instructed Messrs. Le Brasseur 
ind Oakley, solicitors, to act for Mr. Evans. 


WRONG INJECTION 


The accidental injection of adrenaline instead of procaine 
was reported at an inquest held on December 3 at 
Eastbourne.! A_ verdict of death by misadventure was 
recorded on Mrs. E. E. Hunnisett, aged 29, of Lower 
Willingdon, near Eastbourne, who died on November 19. 
She had been admitted to hospital for delivery of a baby, 
and a local analgesic was required. A nurse held out a 
bottle from which the doctor filled his syringe. He injected 
6 to 7 mi. into the patient, and then noticed that her condi- 
tion deteriorated. He asked to see the bottle, and then saw 
the label “Adrenaline.” The bottle had been put on a 
trolley by another nurse, and it was said in evidence that 
neither of the nurses nor the doctor examined the bottle to 
make sure that it contained procaine. The coroner said 
there was no evidence of criminal negligence, but it was a 
well-known fact, or should be appreciated by qualified 
doctors, that when they gave an injection they should check 
the injections themselves. The jury added the following 
rider to their verdict of death by misadventure: “ This 
matter should be brought to the attention of the appropriate 
medical and hospital authorities with the recommendation 
that the supervision and checking of drugs should be over- 
hauled to ensure the prevention of a similar occurrence in 
future.” 


? Daily Telegraph, December 4, 1957. 


Vital Statistics 


Influenza 


Deaths from influenza in the great towns reported during 
the week ending November 30 were as follows, with the 
figures for the previous week in parentheses : England and 
Wales 84 (70), Scotland 6 (11), Northern Ireland 1 (3), and 
Eire 13 (16). From the week ending August 24 to Novem- 
ber 30 deaths from influenza in the 160 great towns of 
England and Wales numbered 3,163. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest 
and lowest figures reported in each week during the years 
1948-56 (influenza, 1952-6) are shown thus - - - - - - , the 
figures for 1957 thus — Except for the curves show- 
ing notifications in 1957, the graphs were prepared at the 
Department of Medical Statistics and Epidemiology, London 
School of Hygiene and Tropical Medicine. 
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Infectious Diseases 


The incidence of most infectious diseases increased during 
the week ending November 23 in England and Wales. The 
largest rises in the numbers of notifications were 265 for 
measles, from 1,695 to 1,960, 155 for dysentery, from 278 
to 433, 143 for whooping-cough, from 472 to 615, 107 for 
food-poisoning, from 136 to 243, and 60 for scarlet fever, 
from 550 to 610; the only large fall was 124 for acute 
pneumonia, from 623 to 499, 

The largest rises in the incidence of measles were York- 
shire North Riding 54, from 59 to 113 (Middlesbrough 
C.B. 96); Nottinghamshire 46, from 32 to 78 (Hacknall 
U.D. 52); Suffolk 41, from 25 to 66 (Beccles M.B. 43). A 
small rise in the incidence of whooping-cough occurred in 
every region, but no large changes were recorded in the local 
trends. The largest rise in the number of notifications of 
scarlet fever was 23 in Staffordshire, from 22 to 45 ; within 
this county the largest rise was 14 in Stoke on Trent C.B., 
from 10 to 24. 4 cases of diphtheria were notified, being | 
fewer than in the preceding week ; 2 of the cases were noti- 
fied in Middlesex, Edmonton M.B. The fall in the incidence 
of acute pneumonia was greatest in the southern section of 
the country, and in Yorkshire and the northern counties a 
small rise occurred, from 99 to 114 

The notifications of acute poliomyelitis numbered 67 and 
were I] fewer for paralytic and 10 more for non-paralytic 
cases than in the preceding week. The largest returns were 
Berkshire 12 (Reading C.B. 11), Yorkshire West Riding 7 
(Bradford C.B. 2), Durham 6 (Sunderland C.B. 2, Blaydon 
U.D. 2), Kent 6 (Broadstairs and St. Peter’s U.D. 2, Folke- 
stone M.B, 2). 

The largest rises in the number of notifications of 
dysentery were 31 in London and Lancashire. The chief 
centres of infection during the week were Yorkshire West 
Riding 112 (Huddersfield C.B. 27, Hemsworth U.D. 25, 
Sheffield C.B. 15, Leeds C.B. 11), Lancashire 81 (Eccles 
M.B. 27, Liverpool C.B. 16), London 60 (Islington 32), 
Derbyshire 28 (Glossop M.B. 24), Durham 24, Warwick- 
shire 24 (Warwick R.D. 19). 

The largest returns of food-poisoning were 56 in Wiltshire, 
Devizes R.D., and 54 in Surrey, Epsom and Ewell M.B. 

16 of the 17 cases of post-infectious acute encephalitis 
were notified in the Metropolitan borough of Finsbury. 


Week Ending November 30 


The notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 772, 
whooping-cough 635, diphtheria 5, measles 1,843, acute 
pneumonia 486, acute poliomyelitis 56, dysentery 461, 
paratyphoid fever 5, typhoid fever 2. 


INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isles for week ending November 23 
(No. 47) and corresponding week 1956. 


Figures of cases are for the countries shown and London administratiy« 
county Fieures of deaths and births are tor the 160 great towns in 
England and Wales (London included), London administrative county, thc 
17? principal towns in Scotland, the 10 principal towns in Northern Irctand, 
and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return availabic. 

The table is based on information supplicd by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Loca! Government of N. Ireland, and the Department of Health of Birc 
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A SPENCER support for the Paraplegic Patient 


This paraplegic patient, aged 25, developed 
symptoms in 1943 of stiffness in the neck 
and pain in the right hip. Condition was 
diagnosed as a tumour inside the spinal 
cord (glio Blastoma multiform). The site 
of the tumour: C4, 5 and 6. 

A Spencer Dorso-lumbar Support with 
rigid bracing at back and front was applied 
in October 1946, which enabled the patient 
to use his special walker for exercise. 
Abdominal muscles are paralysed and a 
special Spencer Abdominal Spring Pad 
incorporated in his support has been 
helpful in assisting respiration and relieving 
symptoms of constipation and indigestion. 
Prognosis is poor but the patient is com- 
fortable so long as he wears the support 
and does not attempt to be too active. 
Because he is unable to sit erect without high support to his back and uplift for his diaphragm and chest, Spencer Designers 
created the support (as shown) to come up well over the chest to enable the patient to sit up with more comfort. Elastic gores 
at top sides assist in respiration. Special hip pads protect the prominent hip bones. Measured and fitted by expert trained 

Surgical Support Dispensers. 


For further information and Brochure on Spencer Supports, write to: BRANCH OFFICES 
SPE NCER (BANBURY) LTD. LONDON: 2, South Audley Street, W.!. Tel.: GROsvenor 4292. 
Consulting Manufacturers of MANCHESTER: 38a, King Street, 2. Te/.: BlAckfriors 9075. 
SURGICAL AND ORTHOPAEDIC SUPPORTS LIVERFOOL: 79, Church Street, |. Tel.: ROYa! 4.2!. 
. LEEDS: Victoria Buildings, Park Cross Street, |. (Opposite Town 
Spencer House . Banbury . Oxfordshire . Tel: 2265 Hall Steps.) Tel.: Leeds 3-382. 
Appliances Supplied Under The National Health Service BRISTOL: 44a, Queens Road, 8. Tel.: Bristol 24801. 
Trained Retailer-Fitters resident throughout the Kingdom. Name and address GLASGOW : 86, St. Vincent Street, C.2. Tel.: CENtral 3232. 
of nearest Fitter supplied on request EDINBURGH: Xa, George Street, 2. Tei.: CAledonion 6162. 
Copyright B.M.j. 12/57 
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Medical News 


Galton Medal.—Dr. C. P. BLAacker received the Galton 
Medal of the Eugenics Society from _ its president, Sir 
CHARLES Darwin, F.R.S., at the Jubilee Dinner of the 
society on December 4. Dr. Blacker was secretary of the 
society from 1931 to 1952. The only previous recipient of 
the Galton Medal, the society’s highest award, was Sir 
ALEXANDER CARR-SAUNDERS in 1944. 


_ Association of Anaesthetists: Silver Jubilee—The Asso- 
ciation of Anaesthetists of Great Britain and Ireland was 
founded on July 1, 1932, 25 years ago. It celebrated its silver 
jubilee by a four-day scientific meeting last week at the 
Royal College of Surgeons, from December 4 to 7, for which 
nearly 500 anaesthetists registered—including a number from 
the Continent and United States—and a 25th aniversary dinner 
in the Great Hall of the College on December §. Dr. 
T. Ceci Gray, of Liverpool, the president of the associa- 
uon, presided at the dinner, and the chief guest was the 
Minister of Health, Mr. Derek Watker-Smirn, Q.C. 
Proposing “The Association,” Mr. WaLKerR-SMITH con- 
gratulated them on their silver jubilee. Twenty-five was a 
good age—old enough for maturity, yet young enough for 
vitality. The growth of anaesthesia was a part of the 
success story of science, and many would define the ideal 
age as one that combined ecighteenth-century culture with 
twentieth-century anaesthesia. The association had kept 
pace with the great developments in anaesthesia: already 
there were three university chairs “ and more to come,” and 
there had been a 60% increase in the number of consultant 
anaesthetists since 1949. Nowhere in the world was the 
practice of anaesthesia finer than in Britain. Dr. Gray, 
replying, took his audience back to the morning of July 1, 
1932. At breakfast, being the Top People, they would open 
their Times, and there they would find the headings much 
the same as now: the Bank Rate (a cut from 24% to 2%), 
animal lovers protesting to Parliament, and a notice that 
the Ministry of Health had sent to all practitioners a book 
called Nomenclature of Diseases—perhaps the first step 
in a courtship which, according to one’s views, had ended in 
seduction, rape, or a “ happy though irregular union.” In 
those days, however, there were only fifty specialist 
anaesthetists in the whole country ; Liverpool had only two, 
Edinburgh and Birmingham five each. Then had come a 
burst of great discoveries: “evipan™ in 1932, “ pentothal” in 
1934, pethidine in 1939, then curare, and later still controlled 
respiration and heart machines. At this moment, continued 
Dr. Gray, they looked back with gratitude to those who 
had made their association what it was—to Dr. Ivan Magill, 
“that uniquely great man,” and Dr. Harry Featherstone, 
who had pressed so far-sightedly for a diploma in 
anaesthetics, both happily at the dinner, and others such as 
Boyle, Clausen, and Howard Jones. One presidency of their 
association had been outstanding, that of Mr. A. D. Marston, 
when with Lord Webb-Johnson the first steps had been 
taken to set up a faculty of anaesthetists at the Royal 
College of Surgeons. The Faculty, the B.M.A. Group, and 
the Association of Anaesthetists were a trinity. Finally, 
turning to the Minister of Health, the president warned that 
the Health Service would inevitably suffer unless the status 
of every doctor working in it was respected, whether he be 
general practitioner, surgeon, anaesthetist, or any other kind 
of doctor. Dr. VERNON HALL, treasurer of the association, 
proposed the toast of “ The Guests.” Beginning with the 
Minister—“ seventh in succession since the Conquest of 
1948 "—and the presidents of the Royal Colleges, Dr. Hall 
disposed of his lengthy roll of honour with wit and com- 
mendable brevity. In the regretted absence of Lord Cohen 
of Birkenhead, gracious replies were made by Professor 
Henry K. Beecuer, of Boston, and Dr. C. R. VAN Eck, 
vice-president of the World Federation of Societies of 


Anesthesiologists. 
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Poliomyelitis Vaccine Production.—Iwo exiensions to 
Glaxo Laboratories’ poliomyelitis vaccine production unit 
at Sefton Park, Stoke Poges, were opened by the Parlia- 
mentary Secretary to the Ministry of Health, Mr. RIcHARD 
With the extra capacity, 


THOMPSON, on November 27. 
completed last 
month at a cost of 
£150,000, the com- 
pany hopes to raise 
its production of 
poliomyelitis vac- 
cine by 50%, by the 
early summer. The 
extensions consist 
of a 10,000 sq. ft. 
(920 sq. m.) safety- 
testing suite and a 
second animal 
house. The larger 
of the two build- 
ings is being used 
for “non-virus” 
procedures — pre- 
paration of the 
synthetic medium 
on which the tissue 
cultures are pro- 
pagated, prepara- 
tion and maintenance of the monkey-kidney tissue cultures 
themselves, and safety-testing of both the single-strain vac- 
cine pools and the final trivalent vaccine. The photograph 
shows the apparatus used for rolling the tissue-culture tubes 
during their incubation in the later stages of the safety tests. 
A technician is replacing cultures which have just been 
examined for evidence of virus damage. The new anima! 
house is designed for safety-testing the vaccine in vivo under 
sterile conditions. The space in the main production labora- 
tories thus gained will be used for increasing the output of 
the vaccine pools. 


“Current Medical Research.”—For séme years past short 
statements on research policy and reviews of progress in 
selected fields of medical and biological research have been 
a feature of the Medical Research Council's annual reports 
These reviews are not limited to the Council’s own contribu- 
tions but are authoritative records of new advances, of how 
they were made, and of their general significance. To meet 
the needs of those who would not ordinarily read the 
Council’s annual reports, the review articles from the last 
report (1955-6)}—which in mos: cases embody information 
available up to May, 1957—have been reprinted as a 
separate booklet (Current Medical Research, H.M.S.O., price 
2s. 6d. net). There are two “ policy ™ articles, the first on 
clinical research, and the other on research in genetics, and 
then 13 review articles which cover such subjects as cancer 
of the lung, poliomyelitis vaccination, protein deficiency, 
radiation and leukaemia, and chemical aspects of antibiotics. 


Royal College of Surgeons.—Under its president, Sir 
JAMES PATERSON Ross, the Royal College of Surgeons held 
its annual meeting of fellows and members on December 11. 
The business meeting was preceded by two postgraduate 
lectures, an exhibition of the research being carried out by 
the College, scientific films, and a Bradshaw lecture by Sir 
RusseELL Brock, one of the two vice-presidents. The council's 
annual report (for the year ended July 31, 1957) records that 
last year out of 757 candidates for the final fellowship ex- 
amination 209 were admitted fellows ; in addition 6 practi- 
tioners “of more than 20 years’ standing” were elected to 
the fellowship. In the ballot for the council, which took 
place on July 4, no fewer than 2,379 fellows voted. Among 
the notable events of the year were the continued rebuilding 
of the College, the opening of the Nuffield College of Surgi- 
cal Sciences, the opening of the department of anaesthetics, 
and the establishment of a Court of Patrons. Gifts to the 
College included £40,000 from Cerebos Ltd., a further gift 
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of £35,000 from the Wellcome Trustees to complete the 
Wellcome museum, £20,000 from the Coulthurst Trust for 
the new library, and £15,000 from Sir ARTHUR SiMs to found 
the Sims research fund. The income and expenditure 
account, however, showed a loss of £3,945. The council 
has decided to inaugurate next year a ceremony at which 
diplomas will be presented, analogous to a university degree 
congregation. The first of these ceremonies will be on 
June 11. Next year also another provincial meeting is to be 
held, this time in Cardiff on September 27. The use of the 
library continues at a high level and many thousands of 
volumes of periodicals have been catalogued. It is hoped 
to find means of publishing a new catalogue of the College's 
paintings, as it is now 27 years since the last catalogue ap- 
peared and more than 50 new paintings have been acquired 
Postgraduate education, and the activities of the scientific 
departments and the Buckston Browne Farm, which are 
described fully in the annual scientific report, are mentioned 
only briefly. It is recorded that the College has taken a 
leading part in the establishment of an International Federa- 
tion of Surgical Colleges, whose inaugural meeting will be 
in Stockholm next July. Lastly. an official College Grace 
has been adopted: “ God grant Grace to the Queen, wisdom 
and prosperity to this Royal College, and to every one of us 
a thankful heart for His good gifts to-day.” 


British Association of Plastic Surgeons..—At a meeting on 
November 29, with the president, Mr. R. P. Osporne, in 
the chair, the following officers were elected : president- 
Mr. J. S. TouGu ; hon. treasurer—Mr. R. P. OSBORNE ; new 
members of council—Air Commodore G. H. Moriry and 
Mr. MorTIMER SHAW. 

Birmingham University.—Besides the new post of senior 
tutor and assistant dean (Journal, November 23, p. 1253), 
the Medical Faculty has another new office, that of 
admissions tutor, to which Dr. J. M. MALins, university 
clinical lecturer on medicine, has been appointed. An 
M. C. Smith lectureship in pathology (cancer research) has 
been established, for three years in the first instance, from 
income from the M. C. Smith bequest and a contribution 
from the Birmingham Branch of the British Empire Cancer 
Campaign. The first M. C. Smith lecturer is to be Dr. J. S. 
Howett. An offer from Messrs. Smith, Kline, and French, 
of Philadelphia, to establish three research scholarships in 
the department of medical biochemistry and pharmacology 
has been accepted. 


Parkin Prize—The Court of Session has approved a 
request from the Royal College of Physicians of Edinburgh 
to change the subject of their triennial Parkin prize. The 
prize (£100) was established by a bequest from Dr. John 
Parkin (1801-86). a fellow of the College, and under the 
terms of the deed was awarded for the best essay “on the 
curative effects of carbonic acid gas or other forms of 
carbon in cholera, the different forms of fever, and other 
diseases.” The prize will now be offered for essays on the 
results of treatment in protozoal, bacterial, or viral diseases, 
or on the influence of climate or environmental conditions 
on epidemic disease. 

Presse Médicale’s Awards for Medical Films.—The annual 
prize of 100.000 francs offered by the French medical 
journal La Presse Médicale for 16-mm. medical films will 
be awarded in Paris next March. Both teaching and 
cinematographic quality will be considered in judging the 
films. Entries should be submitted before February 15 to 
the Secretariat, La Presse Médicale, 120, Boulevard Saint 
Germain, Paris, 6. 


COMING EVENTS 


Airborne Medical Society.—Winter clinical meeting at St. 
Mary’s Hospital, Paddington, 5.30 p.m. on January 31, 1958 
Professor C. G. Ros will preside. 
wards. 

N.A.P.T, Commonwealth Chest Conference.—July 1-4, 
1958, at the Royal Festival Hall, London. Details from the 


Refreshments after- 
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secretary-general, National Association for the Prevention 
of Tuberculosis, Tavistock House North, Tavistock Square, 
ondon, 


Modern Educational Treatment of Deafness.—Inter- 
national Congress, July 15-23, 1958, at Manchester Uni- 
versity. Details from Professor A. W. G. Ewina, Depart- 
ment of Education of the Deaf, the University, Man- 
chester, 13. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the institution concerned. 


Sunday, December 14 

Souru-east METROPOLITAN ReGionaL TusercuLosis Society.—At Physio- 
loey Theatre, Guy's Hospital Medical School, 10.30 a.m., Sir Russe!) 
Brock: Present Position of Cardiac Surgery 


Monday, December 16 

Harvetan Soctety of Lonpow.—At 11, Chandos Street, W.. 8.15 p.m 
film by Mr. R. Clarke, M.A.: Whales, and Open Boat Whaling in the 
Azores 

@Huntertan Society At Talbot Restaurant, London Wall, E.C., 7 for 
7.30 p.m., second dinner meeting 8.30 p.m., discussion by Dr. P. M. F 
Bishop and Dr. F. Dudicy Hart: Use and Abuse of Cortisone 

Mancuester Mepicat SOcirTy 41) Section OF ODONTOLOGY At Lecture 
Room, Denta! Hospital, 5 p.m.. presidential address by Mr. F. Taylor- 
Monks Conservative Sureery in the Treatment of Adamantinomas. 
(2) Section or Genrrat Practice At Large Anatomy Theatre, 9 p.m. 
Dr. D. Longson: Corticosteroids 

Mipo.tesex Country Mepicat Soctery At Middlesex Guildhall, West- 
minster, S.W., 6.30 for 7 p.m., presidential address by Dr. C. A. Birch 


Wednesday, December 18 
of for 5 p.m., Mr. H. K. Vernon: Indications 
for Treatment of Enlargement of the Prostate 


Thursday, December 19 

Hit Enp Hosprtrat Mepicat Soctery.—8.45 p.m., Dr. E. R. Cullinan 
Medicine in the Tropics 

Lowpon Jewrsh Hosprrat Menpicat Soctrry.—At Medical Society of 
London, 8.30 p.m, Dr. Robert Forbes: Medical Litigation, Past and 
Present. 

Noatn-east Lonpon Curmicat Soctery.—At Prince of Wales’s Genera) 
Hospital, Tottenham, N.. 2.30 p.m., meeting 

Rovat Eve Hosprrat.—S.15 p.m., Dr. T. H. Whittington: Vision at Varying 
Distances. Accommodation 


Friday, December 20 


INstiTUTe OF LagyYNGOLOGY AND OroLtocy.—*.30 p.m., Mr. K. G. Rotter: 
clinical demonstration 

Rovat Society or Giascow.—At Royal Faculty o 
Physicians and Surgeons of Glasgow, 8.30 p.m., Professor W. M. Smart: 
Sun and the Hydrogen Bomb 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Higzie.—On November 29, 1957, at Baddesicy Ensor, Warwickshire, to 
Jean (formerly Lowick), M.B., ChB... wife of Clement B. Higgic. 
MRCS... LRCP.. DP.H., a brother for John—Charies 

Thorne.—-On December 4. 1957, to Pamela (Dr. Houchin). wife of 
Napier Thorne. M.D., M.R.C.P., of 2, Wheatley Street, London, W., a 
sister for Susan 


Uytman.—To Camilla Marion Uvtman (formerly Walton). M.B., Ch.B.. 
and John Douglas Uytman, M.B., Ch.B.. D.P.M.. of 10, Windsor Street, 
Dundee, by adoption, a son, Donald John, born May 13, 1957. 


DEATHS 


Ancerson.—On November 28, 1957. in Calcutta. India, Fredrick Jasper 
Anderson, C.1LE.. M.C.. M.B.. F.R.C.S., Lieutenant-Colonel, 1.M.S. 
(retired), ageo 71 

Brook.-On November 25, 1957, at his home, Bellficld House, Belifield 
Park Avenue. Weymouth, Dorset. Alexander Barnctt Brook, M.B., Ch.B.. 
late of Puddletown. Dorset. and Invergordon. Roas-<hire 

Clegz.—-On November 24, 1957, at Thornton House, Thornton-in-Craven, 
Yorks, Frederick Clegz. M B., Ch.B.. aged 65 

Cooper.—-On November 29, 1957, at 23. Bramicy Road, Bramhal!!, Cheshire 
Emor Reuben Cooper, M.B., Ch.B., D.P.H., also of 3, St. James’s 
Square, Manchester 

Cox.—On November 25, 1957. Ralph Cox. M.B.. B.Ch 

Evers.On November %. 1957, at Faversham. Kent, Charles John Evers, 
M_D., aged 94 

George.—On November 28. 1957, William Hubert Georec, M.B., F.R.C.S 
9. Reddings Road. Mose'cy, Birmingham 

Glover.—On November 22, 1957, John Lee Glover. B.M., B.Ch., of Curry 
Rivel, Somerset. 

Holland.—-On November 16, 1957, at 134, Stoke Lane, Westbury-on-Trym. 
Bristol, William Algernon Louis Holland, M.R.CS.. L.RCP 

Livesey.—-On November 19. 1957. in Bulawayo, Stanicy Martin Livesey. 
MB.. Cn FR.CS Ed.. aged 78 

McWhirter.—On November 21. 1957, at 112. Newhaven Road, Edinburgh. 
6. Elizabeth Patricia McWhirter, M B.. DPH 

Magee.—On November 24, 1957, Andrew Victor Magce. M.B.. ChB. 

Napier.—On November 13, 1957, at Breakwater Flat, Elie. Fife. Alexander 
Harper Napier, M.B.. ChB., Lievtenant-Colone!, 1M S.. retired. 

Reford.—On November 13, 1957, at Newry, Co. Down, John Hope Reford, 
CM.G., M.D., D.T.M., D.P.H., formerly of Uganda 

Tanguy.—On November 16, 1957, Thomas Victor Taneuy, M.D. 

Thompsoa.—On November 20, 1957, Edward Roland Thompson, M.B., 
Ch.B., of Oak Hayes, Crewkerne, Somerset, aged 75. 
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Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted, 


Contraceptives and Cervical Erosions 


Q.—Is there any evidence that the use of vaginal dia- 
phragms for contraception causes erosion of the cervix or is 
in any way related to the apparently increased incidence of 
cervical erosion nowadays ? 


A. I do not know of any evidence to show that vaginal 
diaphragms and similar contraceptive appliances cause 
erosion of the cervix. Nor are there any controlled obser- 
vations which indicate that erosion of the cervix is more 
common now than it was in the past. 


Oxygen for Suffocation by Smoke 


Q.—Is there any point—or danger—in administering 
oxygen to someone showing respiratory distress due to in- 
halation of smoke in a fire? Or should oxygen be given 
only if the victim is unconscious ? 


A.—In most instances the respiratory distress is due to 
uritation of the upper respiratory passages, bronchospasm, 
and perhaps mucosal oedema. The distress usually passes 
off when the person leaves the offending atmosphere and sits 
down. However, all such cases should be watched with great 
care, as fires may liberate substances which cause delayed 
pulmonary oedema. If respiratory distress continues, or 
worsens for more than a few minutes, and cyanosis is present, 
then oxygen should be given at once and continued. The 
chest should be auscultated for rales, oxygen being particu- 
larly useful in these cases, as it not only compensates for the 
poor pulmonary ventilation due to respiratory obstruction 
but also creates a high gradient across the lung alveoli which 
helps counteract diffusion difficulties due to pulmonary 
oedema. If available the new types of positive-pressure 
respirators are of value, as they may improve total ventila- 
tion and distribution of oxygen. Distress is also relieved 
a$ respiratory effort is diminished. 


Milroy’s Disease 

Q.—What is the aetiology and treatment of Milroy's dis- 
ease? A patient who has suffered from it in one leg since 
her early twenties and who is now over 60 has rapidly be- 
come much worse, and her other leg is now affected. She 
gets acute pain as well as a generalized aching, and cannot 
walk or even stand for more than a few minutes. 

A.—The diagnosis of Milroy’s disease is best reserved for 
cases of lymphoedema of the legs which are both congenital 
and familial, as that is the condition which Milroy himself 
described. It would seem that the inquirer’s patient had 
therefore been suffering from lymphoedema praccox rather 
than Milroy’s disease. 

Milroy’s disease is rare. It is probably genetically in- 
herited, and is due to an error in development of the 
lymphatics : these can be shown to be abnormal by lymph- 
angiography. It is now known that there is no venous or 
local lymphatic obstruction. Treatment is aimed at the 
oedema and at the complicating attacks of cellulitis and 
lymphangitis. Mild cases with reversible oedema and little 
fibrosis are best treated conservatively : oedema is reduced 
by bed rest and elevation and massage of the limbs, and a 
well-fitting elastic stocking from toes to groin is then applied 
to control further formation of oedema. Attacks of inflam- 
mation are dealt with early and energetically by bed rest, 
elevation. and antibiotics. Sources of infection (e.g., tricho- 
phytosis, cuts, etc.) must also be treated. Severe cases with an 
unsightly and grossly deformed limb from irreversible oedema 


and fibrosis, particularly those subject to recurrent attacks 
of inflammation, are best treated surgically. Surgical treat- 
ment aims at removing the oedematous subcutaneous tissues 
and covering the area with free partial-thickness skin grafts. 

A sudden increase in extent and severity of the disease with 
spread to the other leg after forty years is unusual, and one 
would want to exclude an obstructive lymphatic or venous 
cause for the oedema (e.g., secondary malignant lymph nodes, 
pelvic or abdominal tumour, etc.) before attributing the 
recent changes to the same disease, If, however, the 
diagnosis of primary lymphoedema can be confirmed, in 
view of the patient’s age and the extent of the condition 
conservative treatment, as outlined above would be the 
treatment of choice. 


Screening Tests for Cancer 


Q.—1) Are there any promising biochemical screening 
tests for the presence of malignant disease, and if so what 
is their reliability? (2) Is there any correlation between the 
finding of a direct or indirect Coombs test and the presence 
of malignant disease? If so, what is the explanation ? 


A.—(1) At present no reliable biochemical diagnostic test 
for cancer is known. Tests depending on the increase in 
circulating mucoprotein, determined either polarographically 
or chemically, are used, but have more value in prognosis 
and as an objective indication of the course of the disease 
than for diagnosis. The problem of diagnosis by biochemical 
tests is being approached from different fields, but as yet no 
reliable test is available. 

(2) A positive direct antiglobulin (Coombs) test occurs 
only rarely in malignant disease. It may be found in a small 
proportion of cases of leukaemia, lymphadenoma, and reti- 
culosarcoma, and is then often associated with haemolytic 
anaemia. Serum antibodies may also be demonstrable by 
the indirect antiglobulin test, but such evidence of auto- 
immunity is by no means an essential component of the 
haemolytic state in these diseases. These auto-antibodies are 
thought to be derived from the malignant cells themselves— 
lymphocytes, reticulum cells, etc-—which in the course of 
neoplastic transformation have acquired the capacity to react 
against some normal body antigens. Explanations of this 
phenomenon are still speculative, but, for example, it might 
be that a tumour cell which has lost the gene determining a 
particular antigen would come to treat that antigen, still 
present in the normal body cells, as a foreign one and manu- 
facture antibodies accordingly. In carcinomatosis the anti- 
globulin test is scarcely ever positive despite the frequency 
of haemolytic states. The mechanism of haemolysis in these 
cases is obscure. 


Physical Basis of Depression 


Q.—What anatomical and physiological changes charac- 
terize depressive illnesses? What is known of their patho- 
genesis ? 

A.—There are no anatomical or structural changes in the 
large majority of cases. Occasionally, however, depression 
appears as an early and prominent symptom of organic 
disease of the brain, such as general paralysis of the insane, 
degenerative vascular disease, or less often intracranial 
tumour. 

Some authorities insist that physiological factors play a 
part in the aetiology of depression, but, if they do, their 
nature is obscure. Certainly many bodily functions show 
disturbance in some degree in depressive illnesses, but the 
disturbance is probably not causal in any way. Its pattern 
is so variable that it can hardly be said that there are 
characteristic physiological changes. In some cases the 
systolic blood pressure is raised, the pulse slow ; gastric and 
intestinal movements tend to be slowed, and there is then 
loss of appetite and constipation ; the face tends to be pale 
and cold, the peripheral circulation sluggish ; muscular tone 
and tendon reflexes tend to be reduced; usually there is 
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impotence, and often amenorrhoea. This picture, which may 
occasionally resemble myxoedema, but which is little altered 
by administering thyroid extract, is especially common when 
there is also retardation in mental processes, When agita- 
tion and anxiety are more in evidence than retardation, the 
picture may be very different, with rapid pulse, flushed face, 
raised muscular tone, and brisk reflexes. 

Depressive illness tends to occur when the patient has met 
psychological stresses which are intense, prolonged, or, 
especially, multiple. It then represents the reaction of a 
more or less predisposed person to the stresses, when he has 
failed to adapt to them more effectively. The disturbance in 
bodily functions is one aspect of this reaction and is akin to 
the physiological changes associated with emotions such as 
fear 


Degree of Pituitary Insufficiency in Simmonds’s 
Disease 


Q.—A Bantu woman, aged about 30, has not menstruated 
vince a severe post-partum haemorrhage three years ago. 
Her appearance does not suggest Simmonds’s disease, vaginal 
examination discloses no abnormality, and in all other 
respects she seems healthy. What is the likely cause of her 
amenorrhoea, what further investigations are indicated, and 
what treatment is recommended ? 


A,—If the standard causes of secondary amenorrhoea have 
been excluded, the most likely explanation of her condition 
is that an ischaemic necrosis occurred in the anterior lobe of 
the pituitary at the time of the post-partum haemorrhage. If 
in fact she is in all other respects healthy, and if on vaginal 
examination the uterus was found to be of normal size 
and the lower genital tract showed evidence of continuing 
oestrogenic effects, the pituitary necrosis was presumably not 
1 large one. In this case there may possibly be a spon- 
taneous resumption of menstruation within the next year or 
two. Sometimes regular menstruation can be restarted by 
producing two or three artificial cycles by either of the usual 
methods ; (a) a course of oestrogen followed by progesterone, 
or (b) a course of mare serum gonadotrophin followed by 
chorionic gonadotrophin. 

It is, however, very important to make sure that there is 
not a more severe degree of pituitary insufficiency. The 
absence of any appearances of classical Simmonds’s disease 
is of no importance in this regard; in fact, emaciation and 
premature senility usually indicate that the pituitary is func- 
tioning normally. The most significant clinical findings 
suggesting a serious pituitary insufficiency are that the patient 
is lethargic and weary, the uterus is atrophied, the thyroid 
too small to palpate, the pubic hair is lost from the mons, 
and the axillae are hairless and devoid of sweat or sebaceous 
secretion. If these signs are present, the patient should be 
sent to hospital for a full endocrine investigation. 


Treatment of Spasmodic Dysmenorrhoea 


Q.—What is the best treatment for dysmenorrhoea? 
What place has hormone therapy in its management, and 
how should it be conducted ? 


A,—Dysmenorrhoea is a symptom and not a disease; 
moreover, according to its cause, it assumes many forms and 
requires a different treatment. For example, the patient in 
question might be suffering from haematometra in a rudi- 
mentary horn of a bicornute uterus, from pelvic endometri- 
osis, or from premenstrual colonic spasm. 

Assuming that the questioner has in mind the so-called 
spasmodic dysmenorrhoea occurring at the age of 18 to 25 
years and without any apparent organic abnormality in the 
uterus, it still remains impossible to state a “ best” treat- 
ment. The appropriate treatment might then vary from 
ittention to general health, change of environment and 
psychotherapy, up to presacral neurectomy. Each case has 
to be assessed separately, and in many nothing more than 
analgesics, combined possibly with amphetamine, is neces- 
sary to tide the patient over the few years which elapse 
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before spontaneous cure takes place. Either pregnancy or 
advancing years can bring permanent relief. Dilatation of 
the cervix still, of course, has its place in treatment. There 
is not much to be said in favour of hormone therapy in such 
a case. Progesterone makes matters worse. Androgens act 
(according to the technique used) by suppressing ovulation or 
uterine contractions, but the possibility of side effects is so 
real that they are best avoided in young girls. If an 
oestrogen—-say, stilboestrol 1 mg. three times a day--is given 
during the first half of the cycle, it suppresses ovulation, and 
the subsequent period should then be painless. This can be 
useful on isolated occasions, often as a diagnostic procedure. 
but is not a treatment to be advised over an indefinite period 
of time. Some authorities give oestrogen in a smaller dose 
during the second half of the cycle with a view to preventing 
uterine ischaemia ; the results are not convincing 

In assessing the results of treating this type of dysmenor- 
rhoea it has to be remembered that any measure, even the 
administration of a placebo, will give a measure of relief in 
60%, of cases. 


NOTES AND COMMENTS 
Genetic Hazard of Chest Radiography.Dr. R. Sarriry 


(Broxburn, West Lothian) writes: I wish to express complet 
disagreement with the answers given by your contributor on the 
genetic hazard of chest radiography (“Any Questions ? “ 
November 23, p. 1255). In recent articles both Ardran' and 
Stanford? have shown that chest radiography may be one of 
the greatest single contributors to gonad radiation, and, since 
mass radiography apparatus gives from 5-16 times the dosage 
emitted by normal chest radiographic apparatus. this 1s also 
in direct contradiction to the second part of the answer 
REFERENCES 
1 Ardran, G. M.. Brit. J. Radiol S7, 
2 Stanford, R. W., ibid., 1957, 3, 49° 

Our Expert replics: On p. 117, Tabie 3K. of the Medical 
Research Council report The Hazards to Man of Nuclear and 
Allied Radiations,’ the genetically significant radiation from chest 
radiography and mass radiography is given as negligible. The 
papers quoted by Dr. Saffley assume that there is direct radiation 
to the gonads from mass radiography and chest radiography 
This is extremely unlikely, and particularly so in the case of mass 
radiography, where the tube and screen are fixed and the field 
size is restricted. 

REFERENCE 
! The Hazards to Man of Nuclear and Allied Radiations, 19%, Cs 
H.M.S.0 


Corrections.—-In the article by Dr. J. E. Davies entiled 
“Chronic Brucellosis in General Practice" (November 9% 
p. 1082), the dose of streptomycin (p. 1086) should have been 
given as 0.5 g. by injection night and morning. 

Dr. G. Hurst writes to say that in his letter on chlorpromazine 
jaundice (Journal, November 30, p. 1307) he should have stated 
that the dose of chlorpromazine given in his case history was 
75 mg. daily and not 25 mg. 
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ROYAL COMMISSION DELAYED 


LETTER FROM CHAIRMAN 
the B.M.A. has received a copy of the following letter 
written by the chairman of the Royal Commission on 
Doctors’ and Dentists’ Remuneration to the Minister of 
Health and the Secretary of State for Scotland. 
December 3, 1957. 
Dear Mr. Walker-Smith, 

Shortly after the Roval Commission was appointed I under- 
took that if it appeared that evidence was not going to be re- 
ceived in sufficient time for us to complete our task by Easter, 
1958. T would so inform you. 

The task is proving more complicated and is taking longer 
than I had expected when we were appointed: much of the im- 
portant preliminary evidence is only coming in now, and, as our 
questionnaires to members of all the professions are only now 
being issued in stages over the next two months, some of the 
evidence will not have been completed until after Easter. There 
is, therefore. no chance that our report and recommendations 
will be ready until some considerable time after that. 

I would not like to make any estimate at this stage as to 
when our task will be completed, but I should like to assure 
you that the Royal Commission remains fully conscious of the 
urgencs 

Yours sincerely, 
(Signed) Harry Pilkington. 
Ihe possibility that the Commission’s task might take 
longer than expected was raised with Mr. Vosper, then 
Minister of Health. by the Chairman of Council in May of 
this year. The Minister, in a letter dated May 15, stated: 

[ think, however. that should the chairman of the Royal 
Commission make a statement to this effect [that the Com- 
mission's report was unduly delayed] your Council can be 
issured that I would be prepared to consider any representa- 
tion they may make. 

The Council will be considering this new development at 
its meeting on December 18. 


ROYAL COMMISSION ON DOCTORS’ AND 
DENTISTS’ REMUNERATION 


FIRST ORAL EVIDENCE 


The Royal Commission on Doctors’ and Dentists’ Re- 
muneration held its first public session at 10, Carlton 
House Terrace on December 5, when oral evidence was 
given by representatives of the Socialist Medical Associa- 
tion and the Whole-time Consultants Association. 


Interested in Facts 
At the outset, the Chairman of the Commission, Sir Harry 
PILKINGTON, said representatives of bodies who appeared 


before the Commission would understand that the Com 
mission would naturally wish to test the truth of what were 
said to be matters of fact, since the Commission above all 
was interested in facts. Questioning would imply neither 
disbelief nor sympathy. For convenience the task of look 
ing at documents had been given to two committees of the 
Commission ; the chairman of the committee which had 
studied the memoranda from the two organizations repre 
sented was Sir David Hughes Parry, Q.C. Much of the 
evidence submitted by some bodies—and this applied to 
some of the evidence of the Socialist Medical Association 
but not that of the Whole-time Consultants Association— 
was of interest but was strictly outside the terms of refer- 
ence. The Commission would be asking questions on this 
for information, but would not make recommendations. 


Whole-time Service Economical 


The Socialist Medical Association was represented by Dr. 
D. Stark Murray, President, Dr. Horace Joules, Vice-presi- 
dent, and Dr. David Kerr, Secretary. Dr. Murray said the 
association had a membership of just over 2,000, of whom 
about 470 were doctors and 30 dentists ; the rest were ever) 
type of health worker. There were also associate members. 
individuals, and organizations such as trade unions. 

Sir Davin HuGues Parry asked about the statement in 
the S.M.A.’s written evidence that “the principle already 
established in the National Health Service for all but a 
small group of health workers, that of whole-time salaried 
employment, must be established for all if a satisfactory 
method of payment is to be worked out. Particularly is this 
the case in the hospital services, where not only would the 
method be more economical (as shown by Titmuss and 
Abel-Smith) but more efficient and conducive to a far higher 
standard of medical care.” 

“Would it be fair to say that you base that reason—the 
economic—on the article’ written by Titmuss and Abel- 
Smith ?” Sir David asked. Dr. Murray replied: “ We base 
it on our own general experience, but it so happens that 
Titmuss and Abel-Smith have given the only published 
figures available.” The part-time consultant used a good 
deal of time, for which the National Health Service paid, 
in going from hospital to hospital. This led to a great 
deal of inefficiency in the hospitals because one was never 
able to organize the work of the hospital with such accu- 
racy as one could with whole-time people who were known 
to be on .the spot and expected to be on the spot. Dr. 
Joutes said that splintering of appointments was fantastic, 
particularly in certain specialties, such as otorhinolaryngo- 
logy. In reply to the CHatRMAN, Dr. Murray said there was 
no suggestion that private Practice sh should be legally impos- 
* Abel-Smith, B., and Titmuss, R. M., The Cost of the Nationa! 
Health Service in England and Wales, 1956. Cambridge. 
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impotence, and often amenorrhoea. This picture, which may 
occasionally resemble myxoedema, but which is little altered 
by administering thyroid extract, is especially common when 
there is also retardation in mental processes. When agita- 
tion and anxiety are more in evidence than retardation, the 
picture may be very different, with rapid pulse, flushed face, 
raised muscular tone, and brisk reflexes. 

Depressive illness tends to occur when the patient has met 
psychological stresses which are intense, prolonged, or, 
especially, multiple. It then represents the reaction of a 
more or less predisposed person to the stresses, when he has 
failed to adapt to them more effectively. The disturbance in 
bodily functions is one aspect of this reaction and is akin to 
the physiological changes associated with emotions such as 
fear 


Degree of Pituitary Insufficiency in Simmonds’s 
Disease 


Q.—A Bantu woman, aged about 30, has not menstruated 
since a severe post-partum haemorrhage three years ago. 
Her appearance does not suggest Simmonds’s disease, vaginal 
examination discloses no abnormality, and in all other 
respects she seems healthy. What is the likely cause of her 
amenorrhoea, what further investigations are indicated. and 
what treatment is recommended ? 


A,-—If the standard causes of secondary amenorrhoea have 
been excluded, the most likely explanation of her condition 
is that an ischaemic necrosis occurred in the anterior lobe of 
the pituitary at the time of the post-partum haemorrhage. If 
in fact she is in all other respects healthy, and if on vaginal 
examination the uterus was found to be of normal size 
and the lower genital tract showed evidence of continuing 
oestrogenic effects, the pituitary necrusis was presumably not 
1 large one. In this case there may possibly be a spon- 
taneous resumption of menstruation within the next year or 
two. Sometimes regular menstruation can be restarted by 
producing two or three artificial cycles by either of the usual 
methods ; (a) a course of oestrogen followed by progesterone, 
or (6) a course of mare serum gonadotrophin followed by 
chorionic gonadotrophin. 

It is, however, very important to make sure that there is 
not a more severe degree of pituitary insufficiency. The 
absence of any appearances of classical Simmonds’s disease 
is of no importance in this regard; in fact, emaciation and 
premature senility usually indicate that the pituitary is func- 
tioning normally. The most significant clinical findings 
suggesting a serious pituitary insufficiency are that the patient 
is lethargic and weary, the uterus is atrophied, the thyroid 
too small to palpate, the pubic hair is lost from the mons, 
and the axillae are hairless and devoid of sweat or sebaceous 
secretion. If these signs are present, the patient should be 
sent to hospital for a full endocrine investigation. 


Treatment of Spasmodic Dysmenorrhoea 


Q.—What is the best treatment for dysmenorrhoea? 
What place has hormone therapy in its management, and 
how should it be conducted ? 


A.—Dysmenorrhoea is a symptom and not a disease; 
moreover, according to its cause, it assumes many forms and 
requires a different treatment. For example, the patient in 
question might be suffering from haematometra in a rudi- 
mentary horn of a bicornute uterus, from pelvic endometri- 
osis, or from premenstrual colonic spasm. 

Assuming that the questioner has in mind the so-called 
spasmodic dysmenorrhoea occurring at the age of 18 to 25 
years and without any apparent organic abnormality in the 
uterus, it still remains impossible to state a “ best” treat- 
ment. The appropriate treatment might then vary from 
attention to general health, change of environment and 
psychotherapy, up to presacral neurectomy. Each case has 


to be assessed separately, and in many nothing more than 
analgesics, combined possibly with amphetamine, is neces- 
sary to tide the patient over the few years which elapse 
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before spontaneous cure takes place. Either pregnancy or 
advancing years can bring permanent relief. Dilatation of 
the cervix still, of course, has its place in treatment. There 
is not much to be said in favour of hormone therapy in such 
a case. Progesterone makes matters worse. Androgens act 
(according to the technique used) by suppressing ovulation or 
uterine contractions, but the possibility of side effects is so 
real that they are best avoided in young girls. If an 
oestrogen—-say, stilboestro! 1 mg. three times a day--is given 
during the first half of the cycle, it suppresses ovulation, and 
the subsequent period should then be painless. This can be 
useful on isolated occasions, often as a diagnostic procedure, 
but is not a treatment to be advised over an indefinite period 
of time. Some authorities give oestrogen in a smaller dose 
during the second half of the cycle with a view to preventing 
uterine ischaemia ; the results are not convincing. 

In assessing the results of treating this type of dysmenor- 
rhoea it has to be remembered that any measure, even the 
administration of a placebo, will give a measure of relief in 
60%, of cases. 


NOTES AND COMMENTS 


Genetic Hazard of Chest Radiography.Dr. R. Sarriry 
(Broxburn, West Lothian) writes: I wish to express complet 
disagreement with the answers given by your contributor on the 


genetic hazard of chest radiography (“Any Questions 
November 23, p. 1255). In recent articles both Ardran’ and 
Stanford? have shown that chest radiography may be one ol 
the greatest single contributors to gonad radiation, and, since 
mass radiography apparatus gives from 5-16 times the dosage 
emitted by normal! chést radiographic apparatus. this is also 
in direct contradiction to the second part of the answer 
REFERENCES 
1 Ardran, G. M.. Brit. J. Radiol... 195 4h 
* Stanford, R. W., ibid., 1957, 3, 49° 
Our Expert replies: On p. 117, Table 3K. of the Medical 

Research Council report The Hazards to Man of Nuclear and 


illied Radiations,’ the genetically significant radiation from chest 
radiography and mass radiography is given as negligible. The 
papers quoted by Dr. Saffley assume that there is direct radiation 
to the gonads from mass radiography and chest radiography 
This is extremely unlikely, and particularly so in the case of mass 


radiography, where the tube and screen are fixed and the field 
size is restricted. 

REFERENCE 
The Hazards to Man of Nuclear and Allied Radiarions <6. Cid. 
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(November 9. 


Corrections.—-In the article by Dr. J. FE. 
“Chronic Brucellosis in General Practice 
p. 1082), the dose of streptomycin (p. 1086) should have 
given as 0.5 g. by injection night and morning. 

Dr. G. Hurst writes to say that in his letter on chlorpromazine 
jaundice (Journal, November 30, p. 1307) he should have stated 
that the dose of chlorpromazine given in his case history was 
75 mg. daily and not 25 mg 
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ROYAL COMMISSION DELAYED 


LETTER FROM CHAIRMAN 
Ihe B.M.A. has received a copy of the following letter 
written by the chairman of the Royal Commission on 
Doctors’ and Dentists’ Remuneration to the Minister of 
Health and the Secretary of State for Scotland. 
December 3, 1957. 
Dear Mr. Walker-Smith, 

Shortly after the Royal Commission was appointed I under- 
took that if it appeared that evidence was not going to be re- 
ceived in sufficient time for us to complete our task by Easter, 
1958. T would so inform vou 

The task is proving more complicated and is taking longer 
than I had expected when we were appointed: much of the im- 
portant preliminary evidence is only coming in now, and, as our 
questionnaires to members of all the professions are only now 
being issued in stages over the next two months, some of the 
evidence will not have been completed until after Easter. There 
is, therefore. no chance that our report and recommendations 
will be ready until some considerable time after that. 

I would not like to make any estimate at this stage as to 
when our task will be completed, but I should like to assure 
you that the Royal Commission remains fully conscious of the 
urgency 

Yours sincerely, 
(Signed) Harry Pilkington. 
The possibility that the Commission's task might take 
longer than expected was raised with Mr. Vosper, then 
Minister of Health, by the Chairman of Council in May of 
this year. The Minister, in a letter dated May 15, stated: 

[ think, however, that should the chairman of the Royal 
Commission make a statement to this effect [that the Com- 
mussion’s report was unduly delayed] your Council can be 
ssured that I would be prepared to consider any representa- 
they may make. 

The Council will be considering this new development at 
its meeting on December 18. 


ROYAL COMMISSION ON DOCTORS’ AND 
DENTISTS’ REMUNERATION 


FIRST ORAL EVIDENCE 


The Royal Commission on Doctors’ and Dentists’ Re- 
muneration held its first public session at 10, Carlton 
House Terrace on December 5, when oral evidence was 
given by representatives of the Socialist Medical Associa- 
tion and the Whole-time Consultants Association. 


Interested in Facts 
At the outset, the Chairman of the Commission, Sir HARRY 
PILKINGTON, said representatives of bodies who appeared 


before the Commission would understand that the Com 
mission would naturally wish to test the truth of what were 
said to be matters of fact, since the Commission above all 
was interested in facts. Questioning would imply neither: 
disbelief nor sympathy. For convenience the task of look 
ing at documents had been given to two committees of the 
Commission ; the chaitman of the committee which had 
studied the memoranda from the two organizations repre 
sented was Sir David Hughes Parry, Q.C. Much of the 
evidence submitted by some bodies—and this applied to 
some of the evidence of the Socialist Medical Association 
but not that of the Whole-time Consultants Association— 
was of interest but was strictly outside the terms of refer- 
ence. The Commission would be asking questions on this 
for information, but would not make recommendations. 


Whole-time Service Economical 


The Socialist Medical Association was represented by D: 
D. Stark Murray, President, Dr. Horace Joules, Vice-presi- 
dent, and Dr. David Kerr, Secretary. Dr. Murray said the 
association had a membership of just over 2,000, of whom 
about 470 were doctors and 30 dentists ; the rest were ever\ 
type of health worker. There were also associate members. 
individuals, and organizations such as trade unions. 

Sir Davin HuGues Parry asked about the statement in 
the S.M.A.’s written evidence that “the principle already 
established in the National Health Service for all but a 
small group of health workers, that of whole-time salaried 
employment, must be established for all if a satisfactory 
method of payment is to be worked out. Particularly is this 
the case in the hospital services, where not only would the 
method be more economical (as shown by Titmuss and 
Abel-Smith) but more efficient and conducive to a far higher 
standard of medical care.” 

“Would it be fair to say that you base that reason—the 
economic—on the article’ written by Titmuss and Abel- 
Smith ?” Sir David asked. Dr. Murray replied: “ We base 
it on our own general experience, but it so happens that 
Titmuss and Abel-Smith have given the only published 
figures available.” The part-time consultant used a good 
deal of time, for which the National Health Service paid, 
in going from hospital to hospital. This led to a great 
deal of inefficiency in the hospitals because one was never 
able to organize the work of the hospital with such accu- 
racy as one could with whole-time people who were known 
to be on .the spot and expected to be on the spot. Dr. 
Jou.es said that splintering of appointments was fantastic, 
particularly in certain specialties, such as otorhinolaryngo- 
logy. In reply to the CHAIRMAN, Dr. Murray said there was 
no no suggestion that private practice should be legally impos- 


yey Abel-Smith, B., and Titmuss, R. M., The Cost of the Nationa! 
Health Service in England and Wales, 1956. Cambridge. 
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sible, but those who elected to give service to the National 
Health Service should give whole-time service. The asso- 
ciation’s memorandum also stated that “ the pay-bed system 
(which, among other disadvantages, enables part-time 
specialists to obtain ‘side earnings") should be abolished.” 


Competition a False Incentive 


Dr. Kerr said that the S.M.A.’s view was that general 
practice should be organized through health centres. Archi- 
tectural extravagances were not necessary for these. 
Financial competition within health centres led to a nega- 
tion of the ideal. Fundamental to the health centre was 
the integration of general practice and local authority ser- 
vices. Asked by Mr. J. H. GUNLAKe. a member of the Com- 
mission, about freedom of choice for doctor and patient, 
the Socialist Medical Association representatives replied that 
there would be perfect freedom of choice ; indeed, under a 
salaried service the doctor would be far freer, particularly 
in a professional sense. Dr. Murray said that many patients 
in under-doctored areas had no freedom of choice now. 
Doctors who went into established health centres with an 
open mind were now unreserved in their praise. Sir Davip 
HuGues Parry: “ You do appreciate that this might be out- 
side our terms of reference?” Dr. Murray said that, so 
long as there was variety of payments and “ this part-time 
business,” full co-operation could not be obtained between 
doctors in the hospital service and in general practice and 
other sections of the Health Service. He criticized ethical 
rules, which were really “ business rules” to prevent competi- 
tion, and as a result of which a doctor could not play a 
part in health education because he might be charged with 
advertising. Asked about competition as a sort of incen- 
tive, Dr. Murray replied that this was quite false; it was 
a case of wanting to protect a system and therefore think- 
ing up an excuse. In hospital to-day a very large number 
of people were already whole-time salaried officers 


Present System Akin to Salary 


The memorandum of evidence recommended that care 
should be taken not to encourage part-time or sessional 
employment by advantageous terms. Dr. Murray told 
Professor Joun Jewkes that the scales were weighted in 
favour of private practice. Dr. Kerr, speaking of a full- 
time salary for general practice, claimed that there was a 
much greater willingness to accept the idea; the present 
system of payment meant to the established individual 
doctor something very closely approximating to a regular 
salary. He thought the transfer from capitation fee to full- 
time salaried service would be painless. Mr. A. D. BonHam- 
Carter: “Does the sympathetic element come from the 
younger elements of the profession?” Dr. Kerr: “ Yes, 
it does.” 

Sir Davin HuGHeEs Parry asked the witnesses: “ What do 
you think the relationship should be between the salaries on 
the general-practitioner side and on the consultant side ? ” 
Dr. Murray: “We have not discussed this as an associa- 
tion. As soon as we get to salary figures, that is where we 
stop.” Sir Davip: “That is where we start!” Dr 
Murray: “We have been criticized by bodies, including 
the B.M.A., which we regard as our trade union, for 
venturing into that field.” 


Spens Figures False 


In written evidence the S.M.A. asked that merit 
awards should be abolished and responsibility allowances 
should be introduced, related to posts and not individuals. 
Dr. Murray said that the merit award system was based on 
a set of figures (Spens) which were false. The association 
objected to the procedure in which the giving of these awards 
was done in secret. Sir Davin HuGHES Parry asked whether 
the responsibility allowance attached to posts would tend to 
lead to rigidity. Dr. Murray replied that they hoped these 
allowances would not be so rigid that they could not be 
varied from time to time. Dr. Joures said that merit 
awards were not available to research workers nor for 


administrators as such, and they were not available to those 
in preventive medicine. 

The S.M.A. recommended that the basic salary of each 
grade of whole-time staff should be related to the cost of 
living and reviewed annually. Dr. Murray said that, under 
the Ancillary Staff Whitley Council for the National Health 
Service, non-professional people in effect obtained a rise 
with the cost of living. Mr. GUNLAKE wanted to know it 
the association’s advocacy of the cost-of-living relationship 
was based on Spens or did it think everyone should have 
their salary altered to take inflation into account. Dr 
Murray replied that their view was based rather on the 
latter than the former, They felt that the principle was one 
which should be general. 


Assessment of Professional Capacity 


The representatives were asked about the Socialist Medica! 
Association’s recommendation that people should be able 
to retire earlier from whole-time service when they them- 
selves considered it desirable, without forgoing all their 
pension rights. Professor Jewkes: “What are the dis- 
advantages of allowing people to go on longer than 65? ™ 
Dr. Murray: “ One is blocking of promotion.” Professor 
Jewkes: “What about the patients?” Dr. Joutes: “It 
is extremely desirable that there should be at some stage an 
assessment of the professional capacity of the individual to 
continue if he wishes.” In connexion with a further point 
made by Dr. Joules, Professor Jewkes asked whether there 
was a shortage of consultants. Dr. Joures replied that there 
was and there was a maldistribution. There was need for 
an immediate survey of this situation. 


Levelling 


Another recommendation was that the employment of 
general-practitioner assistants should be discontinued. They, 
with other general practitioners with numbers on their lists 
below 2,500, would take over the excess patients shed by 
those with above 2.500. Dr. Murray said they were parti- 
cularly concerned that assistants were being paid without 
reference to any scale ; in other words the assistants could 
be exploited. Dr. Kerr explained that it was ethically 
wrong that another man should work many hours while 
the financial benefits passed not to his pocket but to that 
of the employing doctor. 

The “ gross element of underpayment” for house officers 
was underlined by Dr. Joutes. The association recom- 
mended that the present salary scales should be raised imme- 
diately by at least 50%. The CHAIRMAN asked whether, 
broadly speaking, the witnesses would expect to see the 
range of remuneration brought closer. Dr. Murray said 
they wanted a longer incremental scale but a lower top 
figure ; a smoothing out of the merit award portion to give 
a better range. Mr. BONHAM-CaRTER: “ You are still pre- 
pared to see your top come down?” Dr. Murray: “I do 
not think it need be as high at the top, taking the merit 
award.” 

The association stated that the recruitment of medica! 
students “ should be based on as wide a social catchment as 
possible, since doctors must understand their patients’ lives 
and social backgrounds. . . . Grants therefore to medical 
students should be such that they will assist recruitment.” 
Dr. Kerr explained that they were not entirely happy that 
everybody who would make a good doctor had necessarily 
a chance of becoming one. 


Whole-time Consultants Association 


Evidence from the Whole-time Consultants Association 
was given by Dr. C. Allan Birch, President, Dr. A. A 
Cunningham, Secretary, Dr. L. T. Hilliard, and Dr. R. M 
Mayon-White. It was stated that the association’s member- 
ship of around 500 represented one-third to one-quarter 
of the whole-time consultants in the hospital service. 
In its memorandum the association stated that at present 
the disparity between the financial inducement offered to 
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part-time and whole-time consultants had a damaging effect 
upon the hospital service. There was a place for both 
whole-time and part-time consultants, and the witnesses did 
not seek to fetter the freedom to change from whole- to 
part-time. The memorandum added, however: “ To-day 
many whole-time consultants face the choice between, on 
the one hand, taking what they believe to be the retrograde 
step of changing to part-time contracts and, on the other, 
of continuing under their chosen conditions of work at a 
considerable and increasing financial disadvantage.” The 
association rejected the argument that there should be a 
slight financial advantage in whole-time service. The cause 
of the present disparity lay largely in the advantage the 
part-time consultant often enjoyed in the assessment of his 
income-tax liabilities. Dr. HILLIARD, speaking personally, 
said that from the point of view of running a hospital he 
would prefer to have enough full-time doctors to run it : it 
ran more smoothly than if one had a lot of part-timers. 

The witnesses thought there was an inducement to change 
from whole-time to part-time. Dr. CUNNINGHAM gave the 
Commission some figures. Among 1.200 consultants in one 
region, 40 had changed from full-time to part-time over the 
last 3-4 years; before that there was a negligible change. 
In the region as a whole there were 230 full-time con- 
sultants, after these changes. Of the S.H.M.O.s, four had 
changed from full-time to part-time. Professor JEWKES 
asked the degree to which private practice among con- 
sultants was increasing or decreasing. Dr. Mayon-WHITE 
said they knew that personal health insurance was increasing 
considerably and that most of their part-time colleagues 
were deriving a big proportion of their private practice from 
that source. Sir HuGu asked about the statement: “ The 
public, ever apt to equate merit with financial success, is 
coming to regard the whole-time consultant as being in 
some respects the professional inferior of his part-time 
colleague.” Dr. Hi.iarp said that in the hospital car park 
the larger cars were not those of the whole-time consultant. 
There was a certain Cinderella feeling about the whole- 
timer. If one wanted to keep a proportion in hospital 
whole-time service it was in the interest of all to see that 
they were the best people. Members of the association felt 
that most merit awards went to part-time consultants, and 
Dr. Hicviarp criticized the fact that no one knew who 
received them. Mrs. K. M. C. BaxTer asked, if merit award 
holders were known, would people demand to see a merit 
award consultant ? Dr. Hicviarp replied that in the past in 
the teaching hospitals everyone knew who was the senior 
surgeon 


Tax Allowances 


In its memorandum the association noted that it had been 
quite unsuccessful in securing acknowledgment from the 
Ministry of Health that there were expenses necessarily and 
reasonably incurred in the course of a whole-time con- 
sultant’s work which were not met by expense allowances 
from the regional boards. Without this support from the 
employing authority, the whole-time consultant could claim 
no remission of income tax in respect of these expenses. 

Dr. Mayon-Warre remarked that the whole-time con- 
sultant was not expected to run a car, but for a part-time 
consultant it was recognized as a tool. Dr. CUNNINGHAM 
said that home to hospital mileage. allowed to a part-time 
consultant but not a whole-time one, was considerable. The 
whole-time consultant could not see why he should use the 
bus when his part-time colleague went by car. Sir Davin 
Hucnes Parry reminded the witnesses that the Commission 
had to consider the position of doctors with reference to 
other professions. Dr. Bircu replied that in their profession 
a car was like a stethoscope—an essential. 

Replies to an inquiry sent out gave details about costs in 
preparation of scientific papers, postages, and stationery, 
telephones, national and international meetings, and enter- 
taining visiting colleagues. Asking the witnesses to let the 
Commission have the figures in writing, the CHAIRMAN com- 
mented: “ That is just the sort of facts and figures we were 
wanting.” 


The association's memorandum of evidence pointed out 
that the whole-time consultant was treated with disadvan- 
tageous financial discrimination in domiciliary consultations. 


S.H.M.O.s 


Next the witnesses were asked about the senior hospital! 
medical officer grade. The memorandum stated: “We 
recognize that there is a need in the hospital service for a 
post intermediate between senior registrar and consultant ; 
we believe that what has been described as the ‘ dead-end’ 
nature of the senior hospital medical officer grade has 
brought it into disrepute. .. . For the good of the hospi- 
tal service of the country we believe that the salary scale of 
this grade should be sufficiently generous to ensure adequate 
life earnings and pensions to those whose careers will end in 
this grade.” Sir Davin asked whether the witnesses thought 
that every S.H.M.O. should be promoted to the rank of 
consultant. Dr. Mayon-Wuire replied that they would like 
to make certain that every S.H.M.O. felt he had a good 
chance of becoming a consultant, that he had not been put 
in to stop a gap. Also the association would like to make 
sure that the salary was suitable for a career for those who 
would not reach the top rank. Dr. CUNNINGHAM said they 
felt there was a need for a post intermediate between the 
consultant and senior registrar. At present much of the 
work being done by senior registrars should be done by 
consultants ; there was need for more consultants, particu- 
larly in the country. They felt that the top S.H.M.O. salary 
should overlap that of the consultant grade by one or two 
increments. When Dr. Cunningham said there was a weak- 
ness in the middle-grade establishment in hospitals, Pro- 
fessor Jewkes asked why. Dr. CUNNINGHAM said it was 
difficult to fill registrar posts in non-teaching hospitals. The 
CHAIRMAN: “T think we should say that this difficulty about 
the registrar grade has been brought home to us in many 
memoranda.” 


Whitley Council Question 


Finally the representatives of the Whole-time Consultants 
Association were asked by Sir Harry PILKINGTON whether 
they felt that the existing method of negotiating through 
Committee B of the Whitley Council was satisfactory as a 
system. “It is a rather important matter,” he said. “We 
do want to make sure that you do not have to have any 
other Royal Commissions.” Dr. HuLciarD said that, what- 
ever the machinery, they wanted more adequate representa- 
tion for the whole-timer. They felt that the view of the 
whole-time person was not being put forward by Committee 
B. Dr. Mayon-Wuite thought they had no confidence in 
Whitley machinery. Dr. HILLIARD added that the associa- 
tion had not considered the point. The CHAIRMAN said that, 
if they would like to do so and send their views to the 
Commission, it might help the Commission. 


GENERAL MEDICAL COUNCIL 


MEDICAL DISCIPLINARY COMMITTEE 


The Medical Disciplinary Committee of the General 
Medical Council met on November 27, 28, and 29. Part 
of the proceedings was reported in last week's Supple- 
ment (page 186). 


False Statements to Obtain Registration 


The committee proceeded to consideration of the case 
of Hari SHANKAR BapDve, provisionally registered as of 
Central Talkies, Malegaon (Nasik), Bombay, accused of 
knowingly having falsely stated in a letter, dated September 
15, 1956, applying for full registration that he had held 
appointments as house-physician and house-surgeon in 
obstetrics at the P.P. General Hospital, Bombay. He was 
further charged with having, in a further letter dated 
October 19, 1956, written to the Council for the same pur- 
pose, forwarded a certificate to the same effect purporting 
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to have been given and signed by Mr. Homi Shapurji 
Mehta, well knowing that such certificate had not in fact 
been so signed and given, and that the statements in it 
concerning the nature of the appointments he had held were 
untrue 

The accused pleaded guilty on July 28 at the County of 
London Quarter Sessions to unlawfully attempting to pro- 
cure himself to be fully registered by virtue of a certificate 
which he knew to be false. He had been granted a condi- 
tional discharge and ordered to pay costs. As a conditional 
discharge was not regarded as a “ conviction” for the pur- 
poses of the present proceedings, it would be necessary to 
prove the charges. 

Mr. H. J. Q.C., who, with Mr. JoHn Moyian, 
appeared on behalf of Badve, said there was nothing he 
could say which would palliate the offence itself; it was right 
that Badve had net been as frank as could have been 
wished. This 31-year-old man had done a silly and dis- 
honest thing. There were available tributes to the value of 
his services and general behaviour in a number of hospi- 
tals since July, 1954, showing him to be a conscientious 
practitioner who got on well with his fellows. 

Counsel submitted that all the evidence disclosed Badve to 
be a young man who, but for his incredibly stupid act, 
obviously had a good future before him. 

The committee decided that the facts proved were abun- 
dantly capable of supporting a finding that the accused 
had been guilty of infamous conduct in a_ professional 
respect, and postponed judgment for six months. Mean- 
while he would be required to furnish the names of pro- 
fessional colleagues and other persons of standing to whom 
the Council could refer for confidential information on 
the accused's conduct in the interval. 

Defending counsel were instructed by Messrs. Davies 
(Evan) & Co., Solicitors, of Buckingham Gate, S.W.1. 


Working as Railway Porter 

ALEXANDER WINCHESTER St. CLAIR GREIG, registered as 
of 26, Kersland Street, Glasgow, W.2, made his second 
appearance following postponement of judgment for two 
years in November, 1955, subject to an interim appearance 
in November, 1956. He had had, over 13 years, three con- 
victions for driving a motor-car when under the infiuence 
of drink. Mr. Wincery said that there were testimonials. 

The CHAIRMAN asked Dr. Greig what work he was doing. 
Dr. Greig replied that he was working as a railway porter. 
The CHatrrMAN: Why are you not working at your pro- 
fession ?—I cannot get a job. How long have you been 
working as a railway porter ?—-Nine months. Have you 
been off-duty during that time ?—No. Have you tried 
getting a job ?—Yes I have, but I do not get much 
encouragement. Not even a hospital job ?—I have been 
in touch with the B.M.A. and various other people. Did 
they know about this hanging over you ?--Yes. But your 
habits have been completely sober since you were here 
before ?—Yes. 

After the committee had deliberated in camera the 
CHAIRMAN announced: “In view of the satisfactory infor- 
mation concerning your conduct, which has been given to 
the committee in confidence, they have determined that the 
Registrar shall not be directed to erase your name from 
the Register by reason of the convictions proved against 
you. That concludes the case. May I express the personal 
hope that you will soon be able to be employed as a 
doctor ?” 

The committee also decided, in view of satisfactory infor- 
mation, not to erase the name of JoserpH Waite O'BRIEN, 
M.C., registered as c/o W. H. Winder and Woodhouse, 
solicitors, 23, Sun Street, Lancaster, who had four con- 
victions involving drink, three of them concerning a motor- 
car. Judgment had been postponed for two years, sub- 
ject to an interim appearance in November, 1956. 


Judgment Postponed Again 
Josep Joun McMenemy, registered as of Burnside, 
Bargeddie, Glasgow, was not present but was represented 
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by Mr. Baylis, of Messrs. Hempsons. Judgment had been 
postponed following two convictions for being in charge 
of and driving motor-cars when under the influence of 
drink. 

Mr. WipGery told the committee that Dr. McMenemy 
was abroad. Judgment had been postponed until May, 
1957, when the committee were told that he had gone to a 
hospital in America, to take up an appointment. Mr. 
Widgery understood that since May the practitioner had 
been dismissed from the hospital for intemperance, neglect 
of duty, and unethical conduct. 

Mr. Bay is said that what Mr. Widgery had said was news 
to him to a certain extent. Messrs. Hempsons received a 
letter in which Dr. McMenemy said that he had left the 
United States of America and taken up an appointment in 
Canada, and supplying the names of references. Mr. Baylis 
pointed out that he had not had an opportunity of seeing the 
letter before the committee referred to by Mr. Widgery. The 
letter was not evidence against his client, nor was what 
Mr. Baylis said evidence cither. But his instructions were 
that those facts were disputed, and that Dr. McMenemy 
was not dismissed because of intemperate habits but for 
other reasons. 

When the committee had deliberated in camera, the 
LeGaL Assessor announced that he had advised them that 
they could obtain evidence from America either in the form 
of statutory declarations or their equivalent or by arrange- 
ments for persons to make statements in circumstances 
which would enable Dr. McMenemy or his legal advisers 
to participate. If in the interval between now and next 
May--to which date the committee postponed judgment 
it was thought desirable to do that, Mr. Baylis would be 
forewarned. 

The committee decided that the evidence so far received 
concerning Dr. McMenemy did not warrant the case being 
discharged. Before May, 1958, he would again be asked 
to furnish the names of professional colleagues and other 
persons of standing to whom the Council would be able 
to apply for information on his conduct and habits in the 
interval. 

Judgment Postponed for Six Months 

Mr. Haines, solicitor, on behalf of Davin Puitie Lewis- 
BapGetr, registered as of Manor Lodge, Mossley, Man- 
chester, who was not present, admitted convictions. These 
were for being in charge of a motor-car when under the 
influence of drink or drugs (date of offence January 15, 
1951) and for being in charge of a motor vehicle when 
under the influence of drink (date of offence October 29, 
1954). The hearing of the case by the committee had been 
postponed since 1956 in the light of medical certificates 
that the practitioner was unfit to travel to London. Mr. 
Wipcery said that he had had a leg amputated, he had a 
neuroma on the site of amputation, and he had inter- 
mittent haemoptysis. 

Mr. Haines said that Dr. Lewis-Badgett had been a 
Welsh international Rugby player and a swimmer. After a 
successful medical career he was stricken with a grave ill- 
ness. He was never completely free from pain, but at 
times it became wellnigh intolerable. The two offences for 
which he was convicted were associated with bouts of severe 
pain and illness. On one occasion he had taken 
“ physeptone” with some alcohol. He had a very big 
practice before any of this started—he was in partnership 
with his wife—and the numbers remained virtually the 
same; it was a good practice of about 4,000 patients. 

The committee decided that convictions appeared to indi- 
cate habits that were detrimental to the practitioner and 
his profession and might well be a danger to patients. To 
give him an opportunity to overcome his tendency to drink 
to excess, they postponed judgment for six months. 


Supplying Tablets to Procure Miscarriage 
The committee adjourned the inquiry into the case of 
ARTHUR ALFRED HILL, registered as of 25, Holywood Road, 
Belfast, until their session in May, 1958, in order that the 
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Council's solicitor could obtain further information on the 
circumstances leading up to a second conviction. This 
was a conviction at Belfast City Commission on indictment 
of supplying tablets to another person with intent to pro- 
cure a miscarriage (date of offence between August 1 and 31, 
1956) for which he was sentenced to three months’ imprison- 
ment. The first conviction was at Belfast Petty Sessions 
in 1950 of driving a motor-car when under the influence of 
drink. He was then fined £5, with an alternative of one 
month’s imprisonment, and his driving licence was suspended 
for 12 months. The committee found the convictions 
proved. 

Mr. Wipcery said that he had had great difficulty in 
obtaining any information concerning the convictions. The 
information on the first was given on the certificate of 
conviction. With regard to the second, he had obtained a 
newspaper report in which the judge was reported to have 
said that he thought the doctor's trouble was that he had 
been drinking and dropped into this sort of thing. 

Dr. Hitt told the committee that he was on holiday when 
the first offence was committed. He admitted he gave the 
tablets, but he was led to believe that the woman was only 
a few days past her periods. A man was charged with 
aiding and abetting by receiving the tablets, and he was 
found not guilty. 

Testimonials to Dr. Hill were read. 


Gross Indecency 


JoHN Miter HUNTER MITCHELL, registered as of 96, 
Spottiswoode Street, Edinburgh, was found to have been 
convicted on July 9, 1957, at Portsmouth Magistrates’ Court, 
after pleading guilty, of importuning for immoral purposes 
(fine, £25), and at the Sheriff Court, Edinburgh, on August 
27 of committing acts of gross indecency with another male 
person (£10 or 60 days’ imprisonment). 

Mr. Baytis, on behalf of the Medical and Dental Union 
of Scotland, who appeared for Dr. Mitchell, said that he 
was not permitted to go to school until he was somewhat 
older than usual. As a result of his upbringing he became a 
shy and nervous boy and man and one who remained lack- 
ing confidence in himself. After qualification in 1940 he 
joined the Royal Naval Volunteer Reserve and served for 
five years. During a sentimental holiday at Southsea he 
became acutely depressed and the first offence was com- 
mitted. When he returned to Edinburgh he found to his 
distress that a small report had appeared in the Edinburgh 
newspapers. The hospital authorities suggested that the 
proper course would be to resign, and he did so. During 
the next six-seven weeks he tried to get other appointments. 
It was at this period that the second offence was committed. 
Immediately afterwards he placed himself in the hands of 
the Davidson clinic. It was hoped that psychiatric treat- 
ment would help him to adjust in some way to his disability. 

The committee took a grave view of the convictions. 
They decided to postpone judgment until their session 
in November, 1959, but they expected Dr. Mitchell to 
appear before them at their meeting in November, 1958. 
Before thai time he would be asked to furnish the names 
of professional colleagues and other persons of standing to 
whom the Council could apply for information on his con- 
duct in the meantime. 


Forged Prescription 

Rosert CREMONA, registered as c/o Midland Bank Ltd., 
62, Westbourne Grove, London, W.2, appeared before the 
committee following conviction at Bow Street Magistrates’ 
Court in May of obtaining, with intent to defraud, 30 tablets 
of “ dicodid ” and 100 tablets of “ suavitil” by means of a 
forged National Health Service prescription, for which he 
was fined £5, 13 similar offences being taken into consider- 
ation, and procuring, contrary to the Dangerous Drugs Act, 
1951, 30 tablets of dicodid, for which he was fined £5, ten 
similar offences being taken into consideration. He was 
represented by Mr. Baylis, on behalf of the Medical Defence 
Union. 


Mr. Wipcery said that this was a case of a doctor forging 
prescriptions in the name of another practitioner in order 
to obtain drugs for his own use. He admitted the offence. 
He said he had done it in order to obtain the drugs when he 
had no money. 

Mr. BayLis said that Dr. Cremona sincerely regretted his 
foolish act. There were certain mitigating factors. Dr. 
Cremona was 33 years of age and was born in Rome. 
Before he could take the second part of the final M.B. 
examination at King’s College Hospital he contracted tuber- 
culosis and spent the next three years in a sanatorium. 
In 1951 he resumed his studies and qualified. He took a 
number of hospital appointments, but unfortunately became 
oppressed with the idea that he was going to have a relapse 
of the tuberculosis. He was very much alone; his parents 
had returned to Italy. He developed bronchitis and had a 
fairly long spell out of work, and was frightened to consult 
his own doctor as he would have ordered a chest x-ray. 
He started treating himself. His doctor gave him, in 
October, 1954, a number of E.C.10 forms signed, with 
which Dr. Cremona obiained preparations for the treat- 
ment of tuberculosis, but his anxiety increased to such an 
extent that from January to May, 1956, he voluntarily went 
to the Maudsley Hospital. On his discharge he became 
even more depressed and anxious. He had to seek National 
Assistance. He had run out of the E.C.10 forms signed 
by his doctor, and he foolishly obtained blank forms. 
He was taking no drugs.or medicines whatsoever now and 
had secured an appointment with a chest clinic. Mr. Baylis 
read a number of testimonials from doctors. 

The CHaiRMAN told Dr. Cremona that the committee 
took a grave view of convictions of this nature. Judg- 
ment would be postponed for one year until November, 
1958, when he would be asked to furnish reports on his 
habits and conduct in the interval. 


Under Influence of Drink 


Two convictions of being in charge of a motor-car when 
under the influence of drink were admitted by WiILLIAM 
Davin SMITH, registered as of 118, Marlborough Park 
Central, Belfast. 

Dr. Smith was not represented. Mr. WipGery read a 
letter on his behalf from Mr. W. E. Robinson, who was Dr. 
Smith’s solicitor until he retired from practice as a solicitor 
in February last. “ With regard to the first offence, which 
occurred at 10 o'clock in the evening, Dr. Smith was not 
on medical duty nor was he liable to be available for calls. 
Regarding the second offence in May of this year, Dr. Smith 
had in fact at the beginning of 1956 ceased general practice 
and, naturally enough, was not subject to medical duties on 
that occasion.” 

The CHAIRMAN: Are you in practice at the moment ? 
Dr. SmirH: Not at the moment. I am working at home for 
the fellowship. 

The committee postponed judgment for one year. 


Improper Relationship 


WILLIAM FreperickK Howson Ray, registered as of Ken- 
noway, Ashley Road, Hale, Cheshire, was charged with in- 
famous conduct in a professional respect in that from 
December, 1956, to February, 1957, he behaved improperly 
towards and had sexual intercourse with a woman patient, 
who had since died, with whom he stood in professional 
relationship. 

Mr. Wipcery said that the complainant was a Mr. J. A. 
Beetson, who was the patient’s brother-in-law, but as Dr. 
Ray admitted these charges he would not be called. A 
letter from Mr. Beetson was read. A copy of this letter 
and a statutory declaration had been sent to Dr. Ray, 
and he was asked for an explanation. Dr. Ray had replied 
to the Registrar that he much regretted having to admit 
the misconduct, which worried him at the time, and he 
had most bitterly regretted it ever since. 
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Mr. Widgery said he felt it was only right to say that 
when the matter was brought to Dr. Ray’s attention he 
was most frank about it. He had never made any attempt 
to hide what he had done. Mr. Widgery referred to a 
letter praising Dr. Ray which a patient had written to the 
local executive council. 

The committee judged Dr, Ray guilty of infamous con- 
duct in a professional respect and directed the Registrar 
to erase from the Register the name of William Frederick 
Howson Ray. 

Dr. Ray has 28 days in which to appeal. 


Adultery Not Proved 


For two and a half days the committee investigated a 
complaint by Mrs. Rachel Ann Price, of 8, Carne Street, 
Pentre, Glamorganshire, that Gwyn Ruys Moraan, regis- 
tered as of Bodringallt Villa, Ystrad, Rhondda, Glamorgan- 
shire, (1) during a period beginning in or about 1942 and 
continuing until about 1955 stood in professional relation- 
ship with her; (2) that he entered into and maintained an 
improper association with her, as a result of which her hus- 
band left her ; (3) that in the course of the improper associa- 
tion he committed adultery with her on numerous occasions. 
Mr. P. H. Morgan, counsel, appeared for the complainant, 
and Mr. Edmund Davies, Q.C., and Mr. Edward Hammond 
for Dr. Morgan, Mr. Davies was instructed on behalf of 
the Medical Defence Union by Messrs. Hempsons. 

In evidence Mrs. Price said that she married at Hamp- 
stead in 1937. At the beginning of the war she came back 
to the home of her parents, and in 1942 had a daughter 
born at Pentre. Dr. Morgan was her doctor; she had 
known him quite a long time. He attended her after the 
birth of her child when she was very ill. He was very 
sympathetic, very kind, and very friendly. 

Mr. MorGan: What happened in 1946 ?—Dr. Morgan 
became very friendly and started kissing me. He started 
taking me out in his car. He said it would be good for 
me, He made love to me in his car. Later, witness said: 
“We were out very much together and we committed 
adultery.” 

Her husband discovered about the association in about 
1948. In 1951 she and Dr. Morgan went to London, She 
stayed at Highgate and he stayed elsewhere. After her hus- 
band left her the doctor was far more friendly than ever 
he had been and most helpful. Their relations continued to 
be very friendly until 1955. In July of that year she re- 
ceived a letter from Dr. Morgan's solicitor saying that in 
view of her conduct towards the doctor and his family he 
was not prepared to attend her. She did not know what 
the reference meant. They continued to be friendly. He 
told her to take no notice of the letter. In October, 1955, 
she received another letter from Dr. Morgan's solicitor ask- 
ing her to refrain from “ persistently interfering with Dr. 
Morgan.” Dr. Morgan said it did not mean anything at 
all. On February 3, 1956, she received a letter from the 
Glamorgan Executive Council saying that Dr. Morgan had 
applied for her name to be removed from his list. As a 
result of getting that letter she wrote to the General 
Medical Council. 

Under cross-examination by Mr. Davies, Mrs. Price 
denied she wanted to ruin Dr. Morgan. “I just came up 
to tell these people the truth of what happened.” 

Mr. MorGan: For years have you been telling him you 
would get his name before the General Medical Council and 
have it struck off ?—I never. 

Asked if she committed adultery with Dr. Morgan during 
the week they were in London for the Festival of Britain, 
Mrs. Price replied: “ No, but we almost committed adultery, 
but I stopped him.” She admitted becoming very fond of 
Dr. Morgan, but denied telling him she would tell his wife 
they had been out together, and she also denied that she was 
persistently watching Dr. Morgan’s surgery. She agreed 
his wife asked her to leave him alone, but denied shouting 
after Mrs. Morgan: “TI will get every penny out of him and 
I will get the handle off your name.” 


Mr. GLynpwr Price, former husband of Mrs. Price, 
from whom he had obtained a divorce on the grounds of 
desertion, appeared under sub poena for the complainant. 
He said he warned Dr. Morgan that if he continued his 
relationship with Mrs. Price there would be nothing for it 
but to break up the marriage. There was no home life. 
In 1953 witness left the matrimonial home. Asked if Mrs. 
Price was a truthful person, Mr. Price said, “ No.” 


Denial of Adultery 


Dr. Moroan told the committee that he qualified in 1933. 
He was a married man living with his wife and son of 8 
and daughter of 20. In reply to Mr.’ Davies, he said he 
had never committed adultery with Mrs. Price. He first 
learnt that she alleged he had committed adultery when he 
read a newspaper account of the divorce proceedings be- 
tween Mr. and Mrs. Price at Swansea the previous day. 

Dr. Morgan said he first attended Mrs. Price profes- 
sionally for a perineal tear after the birth of her child in 
1942. In 1948 when he went to theatres Mrs. Price happened 
to be there and when he came out she asked if he would 
give her a lift home. He did so. That went on for about a 
month. Next she asked if they could go for a drive in the 
afternoons. He taught her to drive. Mrs. Price told him 
her marriage was not a very happy one, and that she thought 
she had married beneath her. He took her out on Monday 
and Friday evenings. They went on Monday to a theatre 
at Pontypridd and on Friday to a meal at Aberdare, They 
were very friendly and liked each éther’s company. 

Towards the end of 1948 he wanted the association to 
cease. He told her he could not see her as frequently as 
he had been doing. She threatened to tell his wife. He 
was on very happy terms with his wife and did not want 
this to happen. She would come over to the surgery and 
insist that he took her out. Dr. Morgan was very upset 
and losing his sleep, and at one time he just felt like ending 
his life. 

Persistent Threats 


On May 15, 1953, he admitted to his wife that there was 
an association between Mrs. Price and himself. His wife 
had received an anonymous letter. When Mrs. Price came 
into the surgery on the Monday morning following and he 
told her that his wife knew, “ She started shouting at me and 
insisted I should still take her out. I said I had no intention 
of taking her out again.” His wife told Mrs. Price to leave 
him alone. She did not. She watched him coming out of 
the house and she persisted in threats to report him to the 
General Medical Council. He then occasionally took her 
out in the mornings and afternoons until May, 1955, when 
he told his wife he was still being pestered. Since then either 
his wife or daughter or some other friend invariably escorted 
him. After Mrs. Price received the letter from his solicitor 
saying that he would not attend her but that his partner 
would or she might wish to change to another doctor, she 
said: “ You are still my doctor, and I can demand you to 
come.” 

Dr. Morgan told of an incident at Cardiff when he went 
to a football match and Mrs. Price was standing at the main 
gate, and of another incident when she was standing by his 
car as he came out of a house where he had gone on a pro- 
fessional visit. 

Cross-examined, Dr. Morgan was asked: Why did you 
allow an association which you say was innocent to go on 
for seven years ?—Because of her threats to tell my wife 
and the G.M.C. Asked why he feared report to the General 
Medical Council if it was an innocent relationship, Dr. 
Moraan replied : “ Yes, but it was still improper.” 

Mrs. Mitprep Moroan, wife of Dr. Morgan, giving evi- 
dence for her husband, said she had told Mrs. Price, “ You 
are trying to break up my home and you have done so all 
along ; but you never will.” Mrs. Price replied, “ Wait until 
we get to court.” Miss Marcaret Hiary Moroan, the 
doctor’s daughter, testified that from May, 1955, her father 
had always been accompanied by someone both in the day 
time and in the evenings. On one occasion, said Miss 
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Morgan, Mrs. Price told her “she would see us in the 
gutter.” 

Mr. EpMuND Davies produced nine testimonials from 
Dr. Morgan's colleagues as to his character as a practitioner 
and as a citizen, and said there could have been ninety. He 
asked the committee to regard Dr. Morgan, as he most surely 
was regarded by his colleagues, as a man who had obviously 
slipped up, but a man who had done sterling service as a 
medical man for years. 

After deliberating in camera, the CHAIRMAN announced 
that the committee found the charge of adultery not proved 
to their satisfaction. It regarded with grave concern those 
facts in the charge which were proved to their satisfaction. 
“In all the circumstances, however, the committee believe 
that the warning which you have received from these 
proceedings should prove sufficient; and they have felt 
justified in recording a finding that you are not guilty of 
infamous conduct in a professional respect in relation to the 
matters alleged against you in the charge. That concludes 
the case.” 


HOSPITAL JUNIOR STAFFS 
COUNCIL 
FIRST MEETING 


At a meeting of the Hospital Junior Staffs Group Council 
(formerly the Registrars Group Council), held at B.M.A. 
House on November 29, Mr. R. BREARLEY was elected 
Chairman. 


Termination of Appointments of Senior Registrars 


It was reported that the Central Consultants and 
Specialists Committee had invited the opinion of the Group 
Executive Committee upon the principle of the appointments 
of senior registrars being terminated prior to the completion 
of an initial period of four years and had given one case as 
an example. The Executive Committee was opposed to the 
termination prior to the completion of four years unless 
the board received a derogatory report and the senior 
registrar had an opportunity of replying to it, and considered 
that in a case mentioned the appointment was unfairly 
terminated. 

Dr. R. P. Cumminc reported a similar case. It was 
suggested from Aberdeen that in these instances notice 
should be extended to six months to give the registrar time 
to appeal or get another job. Dr. R. F. ROBERTSON said 
that it seemed to be the policy in South-eastern Scotland to 
distinguish between “training posts” at teaching hospitals 
and “ staffing posts " at peripheral hospitals. 

Mr. L. C. S. Knicut said that surely the only justification 
for terminating the posts at the end of two or three years 
was that they were regarded as training posts ; if they were 
staffing appointments they should be given the attraction of 
security. The CHAIRMAN remarked that if there was to be 
this distinction it should be made clear to the applicant at 
the outset. If some of these posts were to be regarded as 
staffing posts and not for training purposes, they should not 
be terminated merely on the lapse of time. 


Hospital Medical Staffing 

The CHAIRMAN announced that after negotiating with the 
Ministry the Joint Consultants Committee had come to the 
view that any sub-consultant post was open to abuse, and 
therefore it opposed that plan and had formed the opinion 
that there should be more consultant posts and the number 
of senior registrars should be allowed to run down. The 
Joint Consultants Committee had also taken up the Group’s 
suggestion that there was an immediate problem for the 
senior registrars in the loss of their life earnings, and it 
was negotiating for rising increments for senior registrars 
after the third year, with security of tenure for the present 
generation. 


GENERAL MEDICAL COUNCIL 


Mr. W. J. ATKINSON put forward proposals on staffing 
from the North-east Metropolitan Region Hospital Junior 
Staffs Group. He explained that these sprang from work 
done by an unofficial meeting of some of the London teach- 
ing hospital registrars and some of the peripheral ones. 

As a short-term solution to the problem of transitional 
senior registrations and those occupying temporary research 
appointments, the North-east Metropolitan Group's resolu- 
tion proposed that the registrars should press for the urgent 
creation of posts in peripheral hospitals with security of 
tenure for senior registrars already trained. These posts 
should carry remuneration on a sliding scale and should be 
subject to review after an agreed period, as a safeguard 
against exploitation. Since it was envisaged that many of 
the posts would be filled by persons already doing the work 
of senior registrars, their creation would cut down the 
number of senior registrars outside teaching hospitals. It 
was well known that it was extremely difficult to achieve 
consultant status from such posts, and moreover persons 
occupying them could no longer be considered “ in training.” 
This, Mr. Atkinson remarked, was not only an issue of senior 
registrars, but a problem of the National Health Service. 
A man who had been trained and was in a peripheral 
hospital, and was reaching the age where he would obviously 
never become a consultant, should be retained in the 
National Health Service because of his value. By far the 
most urgent long-term solution to the registrar problem was 
the creation of more consultant posts. A further part of the 
North-east Metropolitan Group's resolution on the long- 
term solution, said Mr. Atkinson, was that as a corollary 
to the proposed short-term solution most senior registrar 
appointments in peripheral hospitals should be abolished 
and on no account should new appointments be created. An 
agreed ratio between registrars and consultants should be 
worked out. The number and geographical extent of 
sessions undertaken by individual consultants should be 
reviewed. Finally the Group's resolution urged that its long- 
term solution should be inserted into the recommendations 
to the Royal Commission as the most important considera- 
tion affecting senior registrars at the present time. 

Dr. G. Honey thought the Group Council should press 
for an agreed ratio between consultants and registrars. The 
number of registrars should not be increased but drastically 
cut. They should start off by slashing the number in peri- 
pheral hospitals. Before the war there was a consultant 
and a house officer. Now it was a consultant with his regis- 
trar and his house officer. More consultants should be 
appointed. One did not have to have another registrar for 
every consultant. 


Birmingham Report 

Dr. N. K. SHINTON presented a report from the Birming- 
ham Region Group which showed the poor prospects for 
senior registrars in its area. If all available posts were filled 
by registrars from the Birmingham region, the chance of 
appointment in medicine was 4 in 13 (30%), in surgery 6 in 
15 (40°.), in obstetrics and gynaecology 6 (17%), and in 
pathology nil. In the past, however, a third of these had 
been filled by candidates from other regions. Senior 
registrars appointed by the regional board were doing very 
badly indeed, and only 4 out of 45 consultant appoint- 
ments came from the region in the past 10 years. It was 
impossible to ascertain exactly the present position of staffing 
at registrar level and below, but certain general observations 
could be made. A sufficient number of suitably qualified 
candidates for senior registrar posts was not available in the 
Birmingham region. A number of middle registrar posts 
were unfilled in spite of repeated advertisement. Many 
of the present holders were Commonwealth graduates. 
Whilst the supply of house officers was at present precarious, 
it was anticipated that this would improve following the 
abolition of National Service. 

The Birmingham report made a series of proposals. All 
senior registrar posts should be held within the teaching 
hospital. There should be no middle-grade registrar posts 
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in the teaching hospital. No person should be appointed 
to a senior registrar post without at least two years’ clinical 
work in his proposed specialty at registrar level. There 
should be a sufficient number of senior house-officer posts 
in the teaching hospital for preliminary postgraduate train- 
ing (this would enable the senior registrar establishment to 
be reduced). These changes would require some expansion 
of consultant staffing in peripheral hospitals. As it was now 
accepted that a senior registrar post was not limited in 
tenure, annual increments of salary should continue after the 
fourth year. No new senior registrars should be appointed 
except as vacancies arose, and transitional posts should not 
be continued beyond the present holder. 

Commenting on these proposals, Dr. Shinton said that his 
Group turned down the idea of a “junior consultant” be- 
cause it felt it was cheap labour. Its second proposal 
that there should be no middle-grade registrar posts in the 
teaching hospital—was made because they had to think of 
the staffing of the peripheral hospitals. There was more 
suitable clinic material in these hospitals for the man think- 
ing of taking his higher qualification than in a teaching 
hospital. The aim of the proposal to require two years’ 
clinical work at registrar level was to avoid a person taking 
a research post for two years and then climbing up the 
ladder the back way. 

Dr. H. Watson said there was nothing in these sugges- 
tions (from London and Birmingham) which the Council 
had not thrashed out before, and Dr, F. T. PaGe considered 
that there was a growing feeling among not only junior 
hospital staff but also consultants that some form of “ junior 
consultant” must come. They had to be clear what they 
meant by this type of post. One conception was a per- 
manent career grade, analogous to the S.H.M.O., and 
another was a true assistant consultant as there was before 
the war. 

Dr. R. P. CumMMING said that the “ short-term ” solution 
in the North-east Metropolitan Group’s proposals had been 
rejected before ; it was more or less what was suggested in 
the Strachan report. 

He raised the question of the interpretation of the 
Minister's undertaking that regional boards should give 
security of tenure until the completion of the staffing review. 
Regional boards claimed that there was no such agreement, 
he said. What was the point of prolonged negotiations if 
people did not honour their agreements ? 

It was agreed that the Chairman, armed with definite evi- 
dence, should approach the Joint Consultants Committee 
and ask for its support in an attempt to get a written agree- 
ment to replace the existing verbal one. 


Evidence to Royal Commission 


The Group Council spent a considerab'e time debating the 
memorandum of evidence it wished submitted to the Royal 
Commission on Doctors’ and Dentists’ Remuneration. First, 
there was a resolution from the North-east Metropolitan 
Region Group that the Group Council should seek 
the widest possible publicity in both lay and medical press 
to all evidence submitted to the Royal Commission. It was 
understood that after the Royal Commission had received a 
copy the memorandum should be sent to the medical press. 
It was stated that the Group Council's memorandum would 
go to the B.M.A.’s Consultants and Specialists and Evidence 
Committees and would be treated as one of the series of 
documents which would be forwarded to the Commission 
following the main document on the profession's claim. The 
Group Council expressed a wish to give oral evidence as well. 

While endorsing the general claim of the profession for 
proper betterment, the document dealt with other factors, 
such as lack of promotion prospects and insecurity of tenure, 
which caused serious financial loss to hospital junior staffs. 
The meeting decided that the salary of senior house officers 
should also have an incremental rise in the same way as 
registrars and senior registrars. Dr. Honey instanced the 
position of the more senior man who had tried general 
practice and decided to come back into hospital. 


HOSPITAL JUNIOR STAFFS COUNCIL 


SUPPLEMENT to THE 


JouRNAL 


Dr. Watson, extending the moral support of the Scottish 
Group Council for the evidence being produced by the Cen- 
tral Group Council, hoped that the Central Council would 
similarly give moral support to the memorandum of the 
Scottish Council. This contained an analysis of prospects 
which showed just how bad these were. Of 250 senior 
registrars in Scotland of average age 35, 41 had already been 
senior registrars for at least four years. Many others had 
held senior registrar appointments before the present one. 
The chances of a senior registrar in Scotland getting a 
consultant post there had been worked out. There were five 
appointments per annum, assuming these all went to Scot- 
tish senior registrars. [See Journal, p. 1426.] 


Appointments 

The present representatives on the Central Consultants 
and Specialists Committee—Mr. R. Brearley and Dr. G. R. 
Venning, with Dr. J. E. Forster and Dr. F. T. Page as 
deputies—-were re-elected, it being understood that if a vice- 
chairman was elected he should be the second representative. 
Dr. Page was nominated to the Central Medical Recruitment 
Committee. 


WINCHESTER DIVISION 
ANNUAL MEETING AND DINNER 


Dr. IAN GRANT, immediate past chairman of the Representa- 
tive Body of the B.M.A., responded t» the toast of the 
Association, proposed by Dr. J. R. Bopincton, at the Win- 
chester Division’s annual dinner on November 23. A record 
number of members and their guests were presided over by 
Dr. J. T. Rowe. 

Dr. Grant spoke of the weakness inherent in a voluntary 
association which gave full reign to the ways of democracy. 
Yet this weakness was also its strength. “When we do 
unite in a big matter of principle, we unite as free and 
independent individuals.” There was no coercion, The 
increasingly large number of young men and women who 
came to the Annual Representative Meeting gave him great 
hope in the future of medicine. A blending of enthusiastic 
youth, experienced middle age, and a leavening of elder 
statesmen was what was required. “However much we 
seem to be drifting apart into the various sections of medi- 
cine, however many watertight compartments encircled our 
varying spheres of usefulness, you and I still know that we 
must have some common forum where our difficulties and 
problems can be debated and some common umbrella under- 
neath which we can shelter in time of storm.” 

As individualists, fully occupied with their own job, few 
doctors ever stopped to think how their colleagues were 
faring. “We should all recognize,” said Dr. Grant, “ that 
each branch of our profession occupies a position of equal 
importance in society and that there is no question of 
superiority and inferiority as between the good consultant 
and the good general practitioner. . . . Differences seem 
to have increased with the advent of the National Health 
Service, and the old personal relationships between con- 
sultants and practitioners seem to have crumbled.” Per- 
haps this was because the young graduate now had to choose 
his particular niche almost on the day he graduated, and 
there was no longer much likelihood of the consultant know- 
ing anything about general practice or the general practi- 
tioner being able to obtain a post on the hospital staff except 
in a very junior capacity. When they got to recognize one 
another as friends and colleagues, and got to the verities 
of the Hippocratic Oath, then they would be well on the 
way to securing a united front. In Canada, New Zealand. 
Australia, and even in the small European countries of 
Belgium, Holland, and Sweden, the profession had been able 
to resist Government interference and autocracy. 


Degrading Wrangles 
The B.M.A. existed to promote the honour and interests 
of the medical profession. “Since the inception of the 
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National Health Service, we often feel that the lay public, 
and indeed many of our own members, regard us as ful- 
filling only one of these objects—the interests of the medical 
profession.” In the press emphasis was always laid on the 
doctors’ demand for more money, and many doctors felt 
that the constant battle with the Treasury over finance was 
something unworthy of the profession’s great heritage. 
“Prior to Government control,” the speaker pointed out, 
“wz, as doctors, seldom if ever entered into arguments with 
our patients on the amount of our fees.” Perhaps one day 
i, might be possible—in Dr. Grant's opinion it was certainly 
desirable—to remove the National Health Service from the 
arena of party politics and let both parties co-operate with 
the doctors in providing the best service which the country 
could afford. “It may even be possible to leave to some 
commission or committee composed of doctors with financial 
knowledge and economic experts with an independent chair- 
man to keep under review our remuneration in the National 
Health Service and to remove for ever the squalid, de- 
grading, and almost indecent wrangles with the Ministry 
over filthy lucre.” 

There was, in the Council of the B.M.A., a greater realiza- 
tion of the need for the profession to achieve, both in its 
own interests and in the interests of the common people of 
Britain, a National Health Service of which one day it might 
be proud. That day had not yet come. In Scotland, Dr. 
Grant thought, they were just a little ahead of the south, 
for they had as ex-officio members of the Scottish Council 
the presidents of colleges, who were regular in attendance 
and contributed much of value to the debates. In the 
south, the Royal Colleges seemed to keep more aloof. In 
conclusion, Dr. Grant appealed to the younger members to 
take an interest in the affairs of the B.M.A.-which were 
their own affairs. 

At the annual meeting of the Division, which preceded 
the dinner, the following officers were elected: Dr. J. R. 
Bodington, chairman ; Dr. G. Swift, vice-chairman: Dr. J. 
Forbes, honorary secretary and treasurer ; Dr. R. G. Gibson, 
honorary public relations secretary. 


OPTICIANS BILL CRITICIZED 


OPHTHALMIC GROUP COMMITTEE’S 
MEMORANDUM 


The B.M.A.’s Ophthalmic Group Committee held an 
emergency meeting at B.M.A. House on December 2, with 
Mr. O. Gaver Moraan in the chair, to discuss the implica- 
tions of the Opticians Bill (see Journal, December 7, p. 1360). 

The Committee took strong exception to the principles of 
the Bill. Moreover, it had been available onl, for a week. 
which was an inadequate period for studying a measure of 
such importance. The care of the eyes was of particular 
concern to the medical profession, and it could not be 
separated from care of the general health. Section 41 of 
the National Health Service Act envisaged the possibility 
that the present supplementary ophthalmic service would 
eventually become part of the hospital service. 

The Committee decided to send a memorandum, signed 
by its chairman, to all members of the House of Commons 
explaining why it objected to the Bill. The following para- 
graphs are taken from the memorandum. 


Divergence of Bill from Crook Report 


The principal ground for objection to the Opticians 
Bill . . . is that it diverges widely from the recommendations 
unanimously agreed by the Crook Committee—arrived at 
after long examination of all the questions involved in the 
registration of opticians. The Ophthalmic Group Com- 
mittee accepted in principle the statutory registration of 
opticians, subject to some indispensable safeguards. Certain 
important safeguards which the Crook Committee recom- 
mended should accompany registration do not appear in the 
present Bill. 


Wide Powers of General Optical Council 


Exceptionally wide and undefined powers are to be given 
to the General Optical Council—wider than those of the 
General Medical Council—without laying down any 
adequate safeguards. For example, under clause 4, sub- 
section 2 (a), the right of the public to have a medical eye 
examination carried out by an ophthalmic medical practi- 
tioner at a medical eye centre sponsored by the National 
Ophthalmic Treatment Board Association—a right which 
they have enjoyed for 28 years and which has been of great 
benefit to the public—would be taken away. This would 
seriously curtail the services rendered, which are of the order 
of a million medical eye examinations a year. It would 
also endanger the livelihood of a very large number of 
ophthalmologists. 


Inadequate Medical Representation 


Ihe medical profession is, nevertheless, to have only five 
representatives on the Council out of the 23 members to be 
established under the proposed Act. This is a quite inade- 
guate representation in view of the fundamental importance 
of medical knowledge in questions with which the General 
Optical Council will frequently be concerned. For example, 
the General Optical Council will be allowed to make regula- 
tions to control the administration of drugs by persons who 
are not medically qualified, and also to regulate the practice 
of orthoptics by unsupervised opticians. The Bill provides 
for three additional members of the General Optical 
Council beyond the number recommended by the Crook 
Report: five out of the total only are required to be 
registered medical practitioners. 


Definition of Opticians’ Functions 

The Bill, moreover, is an unsatisfactory measure in a 
matter which the Crook Committee regarded as funda- 
mental. The Crook Committee, appreciating that its task 
was to bring some order into the optical field, laid down 
precise definitions of the functions of the ophthalmic 
optician and the dispensing optician: 

“An Ophthalmic Optician is concerned with the investigation 
of the functions of vision, with a view to the correction or relief 
of visual defects due to anatomical or physiological variations, 
without recourse to medicine or surgery, and with the prescribing, 
fitting and servicing of optical appliances for these purposes.” 

“A Dispensing Optician is concerned with the making up of 
optical prescriptions and the fitting and servicing of optical 
appliances.” 

In contrast with this the present Bill supplies no adequate 
definition of the functions of these two sets of persons. It 
merely, in clause 2, defines ophthalmic opticians as “ persons 
qualified both to test sight and to fit and supply optical 
appliances.” In the same clause it defines dispensing 
opticians as “ persons qualified to fit and supply optical 
appliances (whether or not they are also qualified to test 
sight).” The divergences between the language of the Bill 
and the definitions of the Crook Report are significant and, 
from the medical point of view, of the highest importance. 
It is worth recalling the language used by the Crook Report 
(para. 118): 

“We feel sure that ophthalmic opticians themselves will agree 
with us that it would be unfortunate if the public were mistakenly 
to infer that they possess any diagnostic training or ability which 
properly pertains only to medical men. ... Their registration 
should not imply an ability to diagnose ocular or other diseases.” 


Registers to be Maintained 


The Crook Committee recommended that there should be 
set up a General Optical Council with power to establish 
and maintain three separate registers to cover the following 
categories: (1) Opticians who test sight and dispense 
spectacles as well. (2) Opticians who do dispensing work 
only. (3) Opticians who do sight-testing only. The Com- 
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in the teaching hospital. No person should be appointed 
to a senior registrar post without at least two years’ clinical 
work in his proposed specialty at registrar level. There 
should be a sufficient number of senior house-officer posts 
in the teaching hospital for preliminary postgraduate train- 
ing (this would enable the senior registrar establishment to 
be reduced). These changes would require some expansion 
of consultant staffing in peripheral hospitals. As it was now 
accepted that a senior registrar post was not limited in 
tenure, annual increments of salary should continue after the 
fourth year. No new senior registrars should be appointed 
except as vacancies arose, and transitional posts should not 
be continued beyond the present holder. 

Commenting on these proposals, Dr. Shinton said that his 
Group turned down the idea of a “junior consultant” be- 
cause it felt it was cheap labour. Its second proposal 
that there should be no middle-grade registrar posts in the 
teaching hosp*tal—was made because they had to think of 
the staffing of the peripheral hospitals. There was more 
suitable clinic material in these hospitals for the man think- 
ing of taking his higher qualification than in a teaching 
hospital. The aim of the proposal to require two years’ 
clinical work at registrar level was to avoid a person taking 
a research post for two years and then climbing up the 
ladder the back way. 

Dr. H. Watson said there was nothing in these sugges- 
tions (from London and Birmingham) which the Council 
had not thrashed out before, and Dr. F. T. PaGe considered 
that there was a growing feeling among not only junior 
hospital staff but also consultants that some form of “ junior 
consultant" must come. They had to be clear what they 
meant by this type of post. One conception was a per- 
manent career grade, analogous to the S.H.M.O.. and 
another was a true assistant consultant as there was before 
the war. 

Dr. R. P. CUMMING said that the “ short-term ” solution 
in the North-east Metropolitan Group's proposals had been 
rejected before ; it was more or less what was suggested in 
the Strachan report. 

He raised the question of the interpretation of the 
Minister's undertaking that regional boards should give 
security of tenure until the completion of the staffing review. 
Regional boards claimed that there was no such agreement, 
he said. What was the point of prolonged negotiations if 
people did not honour their agreements ? 

It was agreed that the Chairman, armed with definite evi- 
dence, should approach the Joint Consultants Committee 
and ask for its support in an attempt to get a written agree- 
ment to replace the existing verbal one. 


Evidence to Royal Commission 


The Group Council spent a considerab!e time debating the 
memorandum of evidence it wished submitted to the Royal 
Commission on Doctors’ and Dentists’ Remuneration, First, 
there was a resolution from the North-east Metropolitan 
Region Group that the Group Council should seek 
the widest possible publicity in both lay and medical press 
to all evidence submitted to the Royal Commission. It was 
understood that after the Royal Commission had received a 
copy the memorandum should be sent to the medical press. 
It was stated that the Group Council’s memorandum would 
go to the B.M.A.’s Consultants and Specialists and Evidence 
Committees and would be treated as one of the series of 
documents which would be forwarded to the Commission 
following the main document on the profession's claim. The 
Group Council expressed a wish to give oral evidence as well. 

While endorsing the general claim of the profession for 
proper betterment, the document dealt with other factors. 
such as lack of promotion prospects and insecurity of tenure, 
which caused serious financial loss to hospital junior staffs. 
The meeting decided that the salary of senior house officers 
should also have an incremental rise in the same way as 
registrars and senior registrars. Dr. Honey instanced the 
position of the more senior man who had tried general 
practice and decided to come back into hospital. 


Dr. WATSON, extending the moral support of the Scottish 
Group Council for the evidence being produced by the Cen- 
tral Group Council, hoped that the Central Council would 
similarly give moral support to the memorandum of the 
Scottish Council. This contained an analysis of prospects 
which showed just how bad these were. Of 250 senior 
registrars in Scotland of average age 35, 41 had already been 
senior registrars for at least four years. Many others had 
held senior registrar appointments before the present one. 
The chances of a senior registrar in Scotland getting a 
consultant post there had been worked out. There were five 
appointments per annum, assuming these all went to Scot- 
tish senior registrars. [See Journal, p. 1426.] 


Appointments 


The present representatives on the Central Consultants 
and Specialists Committee—-Mr. R. Brearley and Dr. G. R. 
Venning, with Dr. J. E. Forster and Dr. F. T. Page as 
deputies—-were re-elected, it being understood that if a vice- 
chairman was elected he should be the second representative. 
Dr, Page was nominated to the Central Medical Recruitment 
Committee. 


WINCHESTER DIVISION 
ANNUAL MEETING AND DINNER 


Dr. IAN GRANT, immediate past chairman of the Representa- 
tive Body of the B.M.A., responded to the toast of the 
Association, proposed by Dr. J. R. BopinGcTon, at the Win- 
chester Division’s annual dinner on November 23. A record 
number of members and their guests were presided over by 
Dr. J. T. Rowe. 

Dr. Grant spoke of the weakness inherent in a voluntary 
association which gave full reign to the ways of democracy. 
Yet this weakness was also its strength, “When we do 
unite in a big matter of principle, we unite as free and 
independent individuals.” There was no coercion. The 
increasingly large number of young men and women who 
came to the Annual Representative Meeting gave him great 
hope in the future of medicine. A blending of enthusiastic 
youth, experienced middle age, and a leavening of elder 
statesmen was what was required. “However much we 
seem to be drifting apart into the various sections of medi- 
cine, however many watertight compartments encircled our 
varying spheres of usefulness, you and I still know that we 
must have some common forum where our difficulties and 
problems can be debated and some common umbrella under- 
neath which we can shelter in time of storm.” 

As individualists, fully occupied with their own job, few 
doctors ever stopped to think how their colleagues were 
faring. “We should all recognize.” said Dr. Grant, “ that 
each branch of our profession occupies a position of equal 
importance in society and that there is no question of 
superiority and inferiority as between the good consultant 
and the good general practitioner. . . . Differences seem 
to have increased with the advent of the National Health 
Service, and the old personal relationships between con- 
sultants and practitioners seem to have crumbled.” Per- 
haps this was because the young graduate now had to choose 
his particular niche almost on the day he graduated, and 
there was no longer much likelihood of the consultant know- 
ing anything about general practice or the general practi- 
tioner being able to obtain a post on the hospital staff except 
in a very junior capacity. When they got to recognize one 
another as friends and colleagues, and got to the verities 
of the Hippocratic Oath, then they would be well on the 
way to securing a united front. In Canada, New Zealand, 
Australia, and even in the small European countries of 
Belgium, Holland, and Sweden, the. profession had been able 
to resist Government interference and autocracy. 


Degrading Wrangles 
The B.M.A. existed to promote the honour and interests 
of the medical profession. “Since the inception of the 


4 
| 
| 


Dec. 14, 1957 


WINCHESTER DIVISION 


SUPPLEMENT to tHe 
__Barnisu MEDICAL JouRNAL 


National Health Service, we often feel that the lay public, 
and indeei many of our own members, regard us as ful- 
filling only one of these objects—the interests of the medical 
profession.” In the press emphasis was always laid on the 
doctors’ demand for more money, and many doctors felt 
that the constant battle with the Treasury over finance was 
something unworthy of the profession’s great heritage. 
“ Prior to Government control,” the speaker pointed out, 
“ we, as doctors, seldom if ever entered into arguments with 
our patients on the amount of our fees.” Perhaps one day 
it might be possible—in Dr. Grant's opinion it was certainly 
desirable—to remove the National Health Service from the 
arena of party politics and let both parties co-operate with 
the doctors in providing the best service which the country 
could afford. “It may even be possible to leave to some 
commission or committee composed of doctors with financial 
knowledge and economic experts with an independent chair- 
man to keep under review our remuneration in the National 
Health Service and to remove for ever the squalid, de- 
grading, and almost indecent wrangles with the Ministry 
over filthy lucre.” 

There was, in the Council of the B.M.A., a greater realiza- 
tion of the need for the profession to achieve, both in its 
own interests and in the interests of the common people of 
Britain, a National Health Service of which one day it might 
be proud. That day had not yet come. In Scotland, Dr. 
Grant thought, they were just a little ahead of the south, 
for they had as ex-officio members of the Scottish Council 
the presidents of colleges, who were regular in attendance 
and contributed much of value to the debates. In the 
south, the Royal Colleges seemed to keep more aloof. In 
conclusion, Dr. Grant appealed to the younger members to 
take an interest in the affairs of the B.M.A.—-which were 
their own affairs. 

At the annual meeting of the Division, which preceded 
the dinner, the following officers were elected: Dr. J. R. 
Bodington, chairman ; Dr. G. Swift, vice-chairman : Dr. J. 
Forbes, honorary secretary and treasurer ; Dr. R. G. Gibson, 
honorary public relations secretary. 


OPTICIANS BILL CRITICIZED 


OPHTHALMIC GROUP COMMITTEE'S 
MEMORANDUM 


The B.M.A.’s Ophthalmic Group Committee held an 
emergency meeting at B.M.A. House on December 2, with 
Mr. O. Gaver Moraan in the chair, to discuss the implica- 
tions of the Opticians Bill (see Journal, December 7, p. 1360). 

The Committee took strong exception to the principles of 
the Bill. Moreover, it had been available only for a week. 
which was an inadequate period for studying a measure of 
such importance. The care of the eyes was of particular 
concern to the medical profession, and it could not be 
separated from care of the general health. Section 41 of 
the National Health Service Act envisaged the possibility 
that the present supplementary ophthalmic service would 
eventually become part of the hospital service. 

The Committee decided to send a memorandum, signed 
by its chairman, to all members of the House of Commons 
explaining why it objected to the Bill. The following para- 
graphs are taken from the memorandum. 


Divergence of Bill from Crook Report 


The principal ground for objection to the Opticians 
Bill . . . is that it diverges widely from the recommendations 
unanimously agreed by the Crook Committee—arrived at 
after long examination of all the questions involved in the 
registration of opticians. The Ophthalmic Group Com- 
mittee accepted in principle the statutory registration of 
opticians, subject to some indispensable safeguards. Certain 
important safeguards which the Crook Committee recom- 
mended should accompany registration do not appear in the 
present Bill. 


Wide Powers of General Optical Council 


Exceptionally wide and undefined powers are to be given 
to the General Optical Council—wider than those of the 
General Medical Council—without laying down any 
adequate safeguards, For example, under clause 4, sub 
section 2 (a), the right of the public to have a medical eye 
examination carried out by an ophthalmic medical practi- 
tioner at a medical eye centre sponsored by the National 
Ophthalmic Treatment Board Association—a right which 
they have enjoyed for 28 years and which has been of great 
benefit to the public—would be taken away. This would 
seriously curtail the services rendered, which are of the order 
of a million medical eye examinations a year. It would 
also endanger the livelihood of a very large number of 
ophthalmologists. 


Inadequate Medical Representation 


Ihe medical profession is, nevertheless, to have only five 
representatives on the Council out of the 23 members to be 
established under the proposed Act. This is a quite inade- 
Guate representation in view of the fundamental importance 
of medical knowledge in questions with which the General 
Optical Council will frequently be concerned. For example. 
the General Optical Council will be allowed to make regula- 
tions to control the administration of drugs by persons who 
are not medically qualified, and also to regulate the practice 
of orthoptics by unsupervised opticians. The Bill provides 
for three additional members of the General Optical 
Council beyond the number recommended by the Crook 
Report; five out of the total only are required to be 
registered medical practitioners. 


Definition of Opticians’ Functions 


The Bill, moreover, is an unsatisfactory measure in a 
matter which the Crook Committee regarded as funda- 
mental. The Crook Committee, appreciating that its task 
was to bring some order into the optical field, laid down 
precise definitions of the functions of the ophthalmic 
optician and the dispensing optician: 

“An Ophthalmic Optician is concerned with the investigation 
of the functions of vision, with a view to the correction or relief 
of visual defects due to anatomical or physiological variations, 
without recourse to medicine or surgery, and with the prescribing. 
fitting and servicing of optical appliances for these purposes.” 

“A Dispensing Optician is concerned with the making up of 
optical prescriptions and the fitting and servicing of optical 
appliances.” 

In contrast with this the present Bill supplies no adequate 
definition of the functions of these two sets of persons, It 
merely, in clause 2, defines ophthalmic opticians as “ persons 
qualified both to test sight and to fit and supply optical 
appliances.” In the same clause it defines dispensing 
opticians as “ persons qualified to fit and supply optical 
appliances (whether or not they are also qualified to test 
sight).” The divergences between the language of the Bill 
and the definitions of the Crook Report are significant and, 
from the medical point of view, of the highest importance. 
It is worth recalling the language used by the Crook Report 
(para. 118): 

“We feel sure that ophthalmic opticians themselves will agree 
with us that it would be unfortunate if the public were mistakenly 
to infer that they possess any diagnostic training or ability which 
properly pertains only to medical men. ... Their registration 
should not imply an ability to diagnose ocular or other diseases.” 


Registers to be Maintained 


The Crook Committee recommended that there should be 
set up a General Optical Council with power to establish 
and maintain three separate registers to cover the following 
categories: (1) Opticians who test sight and dispense 
spectacles as well. (2) Opticians who do dispensing work 
only. (3) Opticians who do sight-testing only. The Com- 
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mittee said that they believed that sight-testing opticians 
by relinquishing the supply of spectacles, one day 
achieve complete professional status” (para. 66) and then 
only the second and third registers would exist. 

The Crook Committee recognized that opticians who 
to-day do both sight-testing and dispensing could not reason- 
ably have this right taken away at once, or at any time, 
without warning. So they also laid down conditions which 
must be satisfied so that rightful interests were safeguarded 
and no hardship was caused before the first (dual-purpose) 
register was closed. In contrast, the present Bill does not 
specify a date by which the third register must be set up, 


would 


nor does it provide that at some future date the dual- 
purpose register will be closed and eye-testing finally 
divorced from the dispensing and sale of glasses. The 


Committee feels that this omission from the objects of the 
Bill ts fundamental and contrary to the intentions of the 
Crook Committee. A further point which must not be over- 
looked is that there is nothing in the Bill which would 
preclude sight-testing by unqualified persons. 


OPTICIANS SUPPORT BILL 


The Association of Optical Practitioners is in favour of the 
Opticians Bill now before Parliament. Mr. G. H. Giles, 
secretary of the association, is reported as saying that it 
would protect the public by preventing quackery. In a 
circular to M.P.s, the Association of Optical Practitioners 
said it was difficult to understand the B.M.A.’s objection 
to the Bill, as it closely followed the Crook Committee's 
recommendations. If there was a misunderstanding an 
amendment could be put into the Bill to protect the liveli- 
hood of ophthalmic medical practitioners. Opticians would 
not oppose this. 


ST. MARYLEBONE PARKING METER 
SCHEME 


The evidence of the medical objectors to the St. Marylebone 
parking meter scheme had not been reached when the public 
inquiry into the scheme by the Ministry of Transport 
adjourned on December 3 at St. Marylebone Town Hall. 
They are expected to be called when the inquiry is resumed 
on December 16. The inquiry is being conducted by Sir 
REGINALD Smarre, Q.C. The scheme put forward. by 
St. Marylebone Borough Council covers an area bounded 
by Oxford Street, Edgware Road, George Street, and 
Marylebone Road. Parking in this area would be allowed 
only at parking meters, except for vehicles loading and 
unloading, which would be able to wait without charge any- 
where except at intersections. 

Mr. C. W. Hurcuineos, giving evidence for the Commis- 
sioners of the Metropolitan Police, was asked whether he 
knew that there was a London Local Medical Committee. 
He said he did not know that. When it was suggested to 
him that this committee, as a body created by Parliament, 
should have been consulted, Mr. Hutchings said that he did 
not think it was the Commissioners’ function to consult any- 
body. The CHarrman: “I do not think it is any more 
important than that the B.M.A. were not consulted.” 

In re-examination, Mr. Eric Bria, for St. Marylebone 
Borough Council, recalled that Mr. W. B. Harris, counsel 
for the B.M.A., had suggested that doctors would be at the 
mercy of Marylebone parking meter attendants. Mr. 
HuTCHINGS agreed that they were at the mercy of the police 
now. Asked what view he took of doctors’ chances of being 
able to leave a car near their patient’s residence if there were 
500 cars parked legitimately instead of 1,000 as at present, 
Mr. Hutchings said he thought they would find it easier. 
Replying to Mr. W. B. Harris, for the B.M.A., Mr. 


Hutcuinos said that they had come to the conclusion that 
there was no necessity for the exemption of doctors from 
the scheme. 
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BRITISH UNITED PROVIDENT 
ASSOCIATION 


TENTH ANNIVERSARY 

The British United Provident Association, which provides 
insurance cover against the cost of private treatment of 
illness, recently celebrated its tenth anniversary. Founded 
in 1947, the association has in the past 10 years increased 
its subscription income from £125,000 to £2,115,000, and its 
benefit payments from £86,000 to £1,801,000. It now has 
nearly three-quarters of a million subscribers. At the out- 
set the association paid 68%, of its subscription income in 
benefits and 20°, in administration ; now it pays 85% in 
benefits and 10% in administration. There were no “ group 
schemes ™ for staffs of companies, etc., in 1947 ; now there 
are over 2,500. The number of principal offices in the 
United Kingdom has increased from four to twelve. In 
pursuit of its policy of decentralization, the association is 
opening three new branches at Cambridge, Exeter, and 
Nottingham. 

The association is non-profit-making and is managed by 
governors who give their services without remuneration. 
Lord Nuffield is the president, and the chairman of the 
board is Sir Andrew Rowell. 


Scottish News 


PUBLIC HEALTH COMMITTEE (SCOTLAND) 


A meeting of the Public Health Committee (Scotland) was 
held in the B.M.A.’s Scottish House, Edinburgh, on Novem- 
ber 11. Dr. J. Rippert (Midlothian and Peebles Counties) 
was appointed chairman of the Committee and Dr. J 
KEeELMAN (Perth County) deputy chairman. 


Tuberculosis and Diseases of the Chest 
The Committee considered the report of the Tuberculosis 
and Diseases of the Chest Subcommittee of the Central 
Consultants and Specialists Committee (Scotland). It was 
agreed that there were some points which merited discussion 
with the Subcommittee, and it was decided to arrange a 
discussion as soon as possible. 


Car and Subsistence Allowances 
The CHAIRMAN reported that the claim on car and sub- 
sistence allowances had been referred to the Industrial 
Court, and was to be considered on November 12. 


Building Legislation Committee 
The Committee had before it a summary of the 
recommendations in the report of the Committee on Building 
Legislation in Scotland. It was agreed that this was a 
matter which should be referred to a joint meeting of the 
Committee and the appropriate Committee of the Scottish 
Branch of the Society of Medical Officers of Health. 


Remuneration Subcommittee 
The Committee considered and commented upon certain 
proposals of the Remuneration Subcommittee of the Public 
Health Committee, and resolved to forward its views on the 
situation to the Subcommittee. 


Health Visitors 

The CHAIRMAN referred to certain awards recently made 
to health visitors, as a consequence of which a nurse holding 
her health visitor’s certificate but combining other duties 
with her health-visiting work would receive £50 per annum 
less than a full-time health visitor, Members of the Com- 
mittee felt that this was likely to have unfortunate reper- 
cussions by encouraging nurses carrying out combined 
duties and holding health visitor certificates to seek full-time 
appointments as health visitors, and that every opportunity 
should be taken of drawing the attention of those concerned 
to this anomalous situation. 
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Correspondence 


Because of heavy pressure on our Space, correspondents are 
asked to keep their letters short. 


Medical Manpower 

Sir,—-From personal experiences I can corroborate Dr.J.R. 
Andrews’s report (Supplement, November 30, p. 184) to the 
effect that advertisement of a vacancy in general practice 
will bring in an enormous number of applications for it. 
I would add that most of these come from men with adequate 
preliminary experience of G.P. work and a more extensive 
hospital training than was enjoyed by the majority of 
doctors in practice at the outset of the N.H.S. That, of 
course, is partly due to the necessity for these young men 
to keep in some sort of employment while they attempt to 
gain a foothold in general practice. 

It may be a good thing that newly qualified men are com- 
pelled to remain in hospital longer than their predecessors, 
and the present keen competition for an opening in general 
practice must also raise the standard of it. Allegations that 
this unemployment is fictitious are certainly absurd, but if 
Dr. Andrews or anyone else is going to make it the basis 
of an argument that entrance to the medical profession 
should be further restricted, I would profoundly disagree. 
In the first place, in addition to what I have already pointed 
out, it must be remembered that these young doctors, 
though unemployed from the point of view of their ultimate 
aspirations, are nevertheless doing a lot of useful work that 
must be performed by men of suitable qualifications and 
experience. Secondly, they comprise only a small percent- 
age of present medical manpower, and if all of them were 
immediately absorbed into permanent posts in general prac- 
tice it would do little to dispel the public impression of a 
real shortage of doctors created by hours of waiting for 
medical attention in and out of hospital. Moreover there 
is also a definite feeling among many patients that, even 
after prolonged waiting for G.P, attention, the doctor often 
appears to have too little time to give it. 

Here, then, we have the sort of “ poverty in the midst of 
plenty ” paradox that is utterly unrealistic, and to base plans 
for the future on either the impressions of waiting doctors 
or patients now is largely irrelevant. Even if we could 
assess the medical manpower needed for defence, nuclear 
industry, preventive medicine, research, and so forth, with 
any exactitude on the basis of present-day programmes, we 
cannot possibly do that in relation to the future of hospital 
and domiciliary medical services. The truth is that the number 
of doctors required in future will be secondary to a number 
of other factors. To take only one: development of hos- 
pitals and health centres served by suitable home-to-clinic 
transport might revolutionize, if not improve, our concep- 
tion of medical manpower. The truth is that any estimate 
of the future number of doctors required is subsidiary to 
the whole problem of the future of the Health Service. 
Indeed, it is intimately related to the question at present 
under consideration by a Royal Commission, and to con- 
sider it now is to anticipate to some extent the findings of 
that Commission. I have more than once endeavoured to 
emphasize the importance of obtaining a firm under- 
standing of permanent value about the doctor's standard 
of living in terms other than a number of Government 
printed currency notes. That, in my view, is a prime 
necessity, though obviously many of my colleagues, as lately 
demonstrated, are prepared to submit to torn-up agreements 
and the inevitable debasement that every Government will 
bring about with every opportunity circumstances present. 

Having secured the status of the profession morally and 
financially, let our representatives and the public repre- 
sentatives work out the standard of medical attention they 
require both in epidemics and times of national] emergency 
and during relatively healthy periods. Let them plan even 
another service, and certainly the new hospitals and other 
institutions with all the ancillary services that will be 


required in the next fifty years. Then perhaps there might 
be a basis on which to estimate the required medical man- 
power, especially if the economic implications are fully 
faced. The present unemployment situation is not “ ficti- 
tious,” but the whole relationship of medical manpower to 
medical needs of the public is artificial, and there would 
appear to be far too great a tendency to take the status quo 
as a standard, modifying it according to one’s particular 
view on the present unemployment question. In my view, 
this unadventurous stick-in-the-mud outlook, together with 
the present fractional tackling of the whole future, combine 
to present a very gloomy prospect. By all means await the 
report of the Royal Commission and negotiate a permanent 
settlement of financial status. Then, with the cost of the 
elements settled, the rest of the quantitative and qualitative 
factors relating patients to doctors and other personnel 
can be planned in the light of what is desirable and what 
we are likely to be able to afford. Many, like myself, will 
hope to see more doctors in future attending fewer patients 
and without any considerable debasement of the doctor. 
Surely we should at least not preclude this possibility by 
cutting down the future number of doctors now. What 
a tragedy it will be if our sons are to enter an atomic age 
of plenty for which too few have been trained to provide 
a standard of medical attention consistent with it— 
1 am, ete., 


Eye, Suffolk. J. SHACKLETON BAILey. 


Evidence to Royal Commission 

Sir.—May I, without impertinence, express my admiration 
for the drafting of the memorandum for submission to the 
Royal Commission ? In that part of the document which 
treats of administrative problems there are two statements 
which seem to me to deserve special emphasis. (1) That 
it is the privilege and duty of the consultants on the staff 
of each hospital to advise and guide its administrative 
authority on all matters of policy and development. (2) That 
the appointment of more consultant physicians and surgeons 
is much overdue. I believe that it is common knowledge 
throughout the hospital service that the majority of those 
who hold these posts in the general hospital are much over- 
worked.—I am, etc., 


Faringdon, Berks K. W. MONSARRAT. 


Sir,—The evidence to the Royal Commission (Supplement, 
November 23, p. 157) is a workmanlike document, such as 
the railwaymen and busmen produce. The claim is for a 
24% increase—nobody would be more surprised than our 
negotiators if the Government conceded the 24% increase, 
or even a 12% increase. Our negotiators have, as usual, 
omitted the only approach that the Government could not 
refuse to consider—namely, a 24% increase associated with 
elimination of wasteful expenditure in the Service. 

Every G.P. is aware that millions are being wasted in 
unnecessary and expensive drugs—and millions are also 
being wasted on easy sick-pay certificates. Under a capita- 


tion system such economies are impossible. Under a 
salaried service, the economies in the above wasteful 
expenditure would balance the 24% increase. The brutal 


truth is that, with the cancer of inflation sapping the life- 
blood of the country, the capitation system is a luxury 
which the country cannot afford—I am, ete., 

Manchester. B. Hirsh. 


Reference to Specialist Clinics 

Sir,—-It is suggested in the report’ of the Select Com- 
mittee on Estimates that the general practitioner should 
“reduce the burden on hospitals by avoiding unnecessary 
reference to specialist clinics.” But, as Dr. Avery Jones 
points out in evidence, “the financial incentive acting on 
the doctor (if he allows it to act) is in favour of his dis- 
daining responsibility for anything at all difficult and 
sending the patient straight to a specialist. What pays the 
doctor is to have the biggest allowable list of patients, the 
least allowable equipment, and no conscience about shed- 
ding his own load.” 
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mittee said that they believed that sight-testing opticians 
would, “ by relinquishing the supply of spectacles, one day 
achieve complete professional status” (para. 66) and then 
only the second and third registers would exist. 

Ihe Crook Committee recognized that opticians who 
to-day do both sight-testing and dispensing could not reason- 
ably have this right taken away at once, or at any time, 
without warning. So they also laid down conditions which 
must be satisfied so that rightful interests were safeguarded 
and no hardship was caused before the first (dual-purpose) 
register was closed. In contrast, the present Bill does not 
specify a date by which the third register must be set up, 
nor does it provide that at some future date the dual- 
purpose register will be closed and eye-testing finally 
divorced from the dispensing and sale of glasses. The 
Committee feels that this omission from the objects of the 
Bill is fundamental and contrary to the intentions of the 
Crook Committee. A further point which must not be over- 
looked is that there is nothing in the Bill which would 
preclude sight-testing by unqualified persons. 


OPTICIANS SUPPORT BILL 


The Association of Optical Practitioners is in favour of the 
Opticians Bill now before Parliament. Mr. G. H. Giles, 
secretary of the association, is reported as saying that it 
would protect the public by preventing quackery. In a 
circular to M.P.s, the Association of Optical Practitioners 
said it was difficult to understand the B.M.A.’s objection 
to the Bill, as it closely followed the Crook Committee’s 
recommendations. If there was a misunderstanding an 
amendment could be put into the Bill to protect the liveli- 
hood of ophthalmic medical practitioners. Opticians would 
not oppose this. 


ST. MARYLEBONE PARKING METER 
SCHEME 


The evidence of the medical objectors to the St. Marylebone 
parking meter scheme had not been reached when the public 
inquiry into the scheme by the Ministry of Transport 
adjourned on December 3 at St. Marylebone Town Hall. 
They are expected to be called when the inquiry is resumed 
on December 16. The inquiry is being conducted by Sir 
REGINALD Smarre, Q.C. The scheme put forward. by 
St. Marylebone Borough Council covers an area bounded 
by Oxford Street, Edgware Road, George Street, and 
Marylebone Road. Parking in this area would be allowed 
only at parking meters, except for vehicles loading and 
unloading, which would be able to wait without charge any- 
where except at intersections. 

Mr. C. W. Hurcnines, giving evidence for the Commis- 
sioners of the Metropolitan Police, was asked whether he 
knew that there was a London Local Medical Committee. 
He said he did not know that. When it was suggested to 
him that this committee, as a body created by Parliament, 
should have been consulted, Mr. Hutchings said that he did 
not think it was the Commissioners’ function to consult any- 
body. The CHamrmMan: “I do not think it is any more 
important than that the B.M.A. were not consulted.” 

In re-examination, Mr. Eric Brain, for St. Marylebone 
Borough Council, recalled that Mr. W. B. Harris, counsel 
for the B.M.A., had suggested that doctors would be at the 
mercy of Marylebone parking meter attendants. Mr. 
HUTCHINGS agreed that they were at the mercy of the police 
now. Asked what view he took of doctors’ chances of being 


able to leave a car near their patient's residence if there were 
500 cars parked legitimately instead of 1,000 as at present, 
Mr. Hutchings said he thought they would find it easier. 
Replying to Mr. W. B. Harris, for the B.M.A., Mr. 
Hurcuines said that they had come to the conclusion that 
there was no necessity for the exemption of doctors from 
the scheme. 
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BRITISH UNITED PROVIDENT 
ASSOCIATION 


TENTH ANNIVERSARY 

The British United Provident Association, which provides 
insurance cover against the cost of private treatment of 
illness, recently celebrated its tenth anniversary. Founded 
in 1947, the association has in the past 10 years increased 
its subscription income from £125,000 to £2,115,000, and its 
benefit payments from £86,000 to £1,801,000. It now has 
nearly three-quarters of a million subscribers. At the out- 
set the association paid 68% of its subscription income in 
benefits and 20°, in administration ; now it pays 85% in 
benefits and 10% in administration. There were no “ group 
schemes ™ for staffs of companies, etc., in 1947; now there 
are over 2,500. The number of principal offices in the 
United Kingdom has increased from four to twelve. In 
pursuit of its policy of decentralization, the association is 
opening three new branches at Cambridge, Exeter, and 
Nottingham. 

The association is non-profit-making and is managed by 
governors who give their services without remuneration. 
Lord Nuffield is the president, and the chairman of the 
board is Sir Andrew Rowell. 


Scottish News 


PUBLIC HEALTH COMMITTEE (SCOTLAND) 


A meeting of the Public Health Committee (Scotland) was 
held in the B.M.A.’s Scottish House, Edinburgh, on Novem- 
ber 11. Dr. J. Ruppert (Midlothian and Peebles Counties) 
was appointed chairman of the Committee and Dr. J. 
KELMAN (Perth County) deputy chairman. 


Tuberculosis and Diseases of the Chest 
The Committee considered the report of the Tuberculosis 
and Diseases of the Chest Subcommittee of the Central 
Consultants and Specialists Committee (Scotland). It was 
agreed that there were some points which merited discussion 
with the Subcommittee, and it was decided to arrange a 
discussion as soon as possible. 


Car and Subsistence Allowances 
The CHAIRMAN reported that the claim on car and sub- 
sistence allowances had been referred to the Industrial 
Court, and was to be considered on November 12. 


Building Legislation Committee 
The Committee had before it a summary of the 
recommendations in the report of the Committee on Building 
Legislation in Scotland. It was agreed that this was a 
matter which should be referred to a joint meeting of the 
Committee and the appropriate Committee of the Scottish 
Branch of the Society of Medical Officers of Health. 


Remuneration Subcommittee 
The Committee considered and commented upon certain 
proposals of the Remuneration Subcommittee of the Public 
Health Committee, and resolved to forward its views on the 
situation to the Subcommittee. 


Health Visitors 

The CHAIRMAN referred to certain awards recently made 
to health visitors, as a consequence of which a nurse holding 
her health visitor's certificate but combining other duties 
with her health-visiting work would receive £50 per annum 
less than a full-time health visitor. Members of the Com- 
mittee felt that this was likely to have unfortunate reper- 
cussions by encouraging nurses carrying out combined 
duties and holding health visitor certificates to seek full-time 
appointments as health visitors, and that every opportunity 
should be taken of drawing the attention of those concerned 
to this anomalous situation. 
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Correspondence 


Because of heavy pressure on our Space, correspondents are 
asked to keep their letters short. 


Medical Manpower 

Sir,- “From personal experiences I can corroborate Dr. J.R. 
Andrews’s report (Supplement, November 30, p. 184) to the 
effect that advertisement of a vacancy in general practice 
will bring in an enormous number of applications for it. 
I would add that most of these come from men with adequate 
preliminary experience of G.P. work and a more extensive 
hospital training than was enjoyed by the majority of 
doctors in practice at the outset of the N.H.S. That, of 
course, is partly due to the necessity for these young men 
to keep in some sort of employment while they attempt to 
gain a foothold in general practice. 

It may be a good thing that newly qualified men are com- 
pelled to remain in hospital longer than their predecessors, 
and the present keen competition for an opening in general 
practice must also raise the standard of it. Allegations that 
this unemployment is fictitious are certainly absurd, but if 
Dr. Andrews or anyone else is going to make it the basis 
of an argument that entrance to the medical profession 
should be further restricted, I would profoundly disagree. 
In the first place, in addition to what I have already pointed 
out, it must be remembered that these young doctors, 
though unemployed from the point of view of their ultimate 
aspirations, are nevertheless doing a lot of useful work that 
must be performed by men of suitable qualifications and 
experience. Secondly, they comprise only a small percent- 
age of present medical manpower, and if all of them were 
immediately absorbed into permanent posts in general prac- 
tice it would do little to dispel the public impression of a 
real shortage of doctors created by hours of waiting for 
medical attention in and out of hospita!. Moreover there 
is also a definite feeling among many patients that, even 
after prolonged waiting for G.P, attention, the doctor often 
appears to have too little time to give it. 

Here, then, we have the sort of “ poverty in the midst of 
plenty ” paradox that is utterly unrealistic, and to base plans 
for the future on either the impressions of waiting doctors 
or patients now is largely irrelevant. Even if we could 
assess the medical manpower needed for defence, nuclear 
industry, preventive medicine, research, and so forth, with 
any exactitude on the basis of present-day programmes, we 
cannot possibly do that in relation to the future of hospital 
and domiciliary medical services. The truth is that the number 
of doctors required in future will be secondary to a number 
of other factors. To take only one : development of hos- 
pitals and health centres served by suitable home-to-clinic 
transport might revolutionize, if not improve, our concep- 
tion of medical manpower. The truth is that any estimate 
of the future number of doctors required is subsidiary to 
the whole problem of the future of the Health Service. 
Indeed, it is intimately related to the question at present 
under consideration by a Royal Commission, and to con- 
sider it now is to anticipate to some extent the findings of 
that Commission. I have more than once endeavoured to 
emphasize the importance of obtaining a firm under- 
standing of permanent value about the doctor's standard 
of living in terms other than a number of Government 
printed currency notes. That, in my view, is a prime 
necessity, though obviously many of my colleagues, as lately 
demonstrated, are prepared to submit to torn-up agreements 
and the inevitable debasement that every Government will 
bring about with every opportunity circumstances present. 

Having secured the status o: the profession morally and 
financially, let our representatives and the public repre- 
sentatives work out the standard of medical attention they 
require both in epidemics and times of nationa] emergency 
and during relatively healthy periods. Let them plan even 
another service, and certainly the new hospitals and other 
institutions with all the ancillary services that will be 


required in the next fifty years. Then perhaps there might 
be a basis on which to estimate the required medical man- 
power, especially if the economic implications are fully 
faced. The present unemployment situation is not “ ficti- 
tious,” but the whole relationship of medical manpower to 
medical needs of the public is artificial, and there would 
appear to be far too great a tendency to take the status quo 
as a standard, modifying it according to one’s particular 
view on the present unemployment question. In my view, 
this unadventurous stick-in-the-mud outlook, together with 
the present fractional tackling of the whole future, combine 
to present a very gloomy prospect. By all means await the 
report of the Royal Commission and negotiate a permanent 
settlement of financial status. Then, with the cost of the 
elements settled, the rest of the quantitative and qualitative 
factors relating patients to doctors and other personnel 
can be planned in the light of what is desirable and what 
we are likely to be able to afford. Many, like myself, will 
hope to see more doctors in future attending fewer patients 
and without any considerable debasement of the doctor. 
Surely we should at least not preclude this possibility by 
cutting down the future number of doctors now. What 
a tragedy it will be if our sons are to enter an atomic age 
of plenty for which too few have been trained to provide 
a standard of medical attention consistent with it— 
1 am, etc., 


Eye, Suffolk. J. SHACKLETON BAILey. 


Evidence to Royal Commission 

Sir.—May I, without impertinence, express my admiration 
for the drafting of the memorandum for submission to the 
Royal Commission ? In that part of the document which 
treats of administrative problems there are two statements 
which seem to me to deserve special emphasis. (1) That 
it is the privilege and duty of the consultants on the staff 
of each hospital to advise and guide its administrative 
authority on all matters of policy and development. (2) That 
the appointment of more consultant physicians and surgeons 
is much overdue. I believe that it is common knowledge 
throughout the hospital service that the majority of those 
who hold these posts in the general hospital are much over- 
worked.—I am, etc., 


Faringdon, Berks K. W. MONSARRAT. 


Sir,—The evidence to the Royal Commission (Supplement, 
November 23, p. 157) is a workmanlike document, such as 
the railwaymen and busmen produce. The claim is for a 
24% increase—nobody would be more surprised than our 
negotiators if the Government conceded the 24% increase, 
or even a 12% increase. Our negotiators have, as usual, 
omitted the only approach that the Government could not 
refuse to consider—namely, a 24% increase associated with 
elimination of wasteful expenditure in the Service. 

Every G.P. is aware that millions are being wasted in 
unnecessary and expensive drugs—-and millions are also 
being wasted on easy sick-pay certificates. Under a capita- 


tion system such economies are impossible. Under a 
salaried service, the economies in the above wasteful 
expenditure would balance the 24% increase. The brutal 


truth is that, with the cancer of inflation sapping the life- 
blood of the country, the capitation system is a luxury 
which the country cannot afford—I am, etc., 

Manchester. B. Hirsa. 


Reference to Specialist Clinics 

Sir,—-It is suggested in the report’ of the Select Com- 
mittee on Estimates that the general practitioner should 
“reduce the burden on hospitals by avoiding unnecessary 
reference to specialist clinics.” But, as Dr. Avery Jones 
points out in evidence, “ the financial incentive acting on 
the doctor (if he allows it to act) is in favour of his dis- 
daining responsibility for anything at all difficult and 
sending the patient straight to a specialist. What pays the 
doctor is to have the biggest allowable list of patients, the 
least allowable equipment, and no conscience about shed- 
ding his own load.” 


¢ 
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This is indeed a fundamental defect of the present system. 
I would, however, comment that, contrary to popular 
impression, very few practitioners (and those only in large 
urban areas) can at all readily alter the size of their lists, 
and “the least allowable equipment, and no conscience” 
is not likely to attract a large one. But in any case all 
this has very little to do with reference to specialist clinics. 
The vast majority of general practitioners wish to do more 
for their patients. The so-called “unnecessary” use of 
specialist departments is more than anything else the inevit- 
able outconie of the lack of ancillary diagnostic facilities. 
I do not believe this criticism even arises when ancillary 
diagnostic services are available to general practitioners. 
Moreover, the resulting opportunity to do so much more 
for one’s patients greatly increases clinical interest. Much 
higher standards of practice are then attainable. Inevitably 
a doctor in such a position will tend to have a smaller 
list and in consequence a smaller financial return—and 
this is but another anomaly of the system. Where the 
contrary obtains, the “unnecessary” use of specialist ser- 
vices is said to be extravagant and bad for the clinics. It 
is probably worse for the general practitioners. They must 
suffer both resentment and frustration. Can they be blamed 
if a few do indeed seek the maximum gain by giving the 
smallest service to the greatest number ? 

These facts illustrate but a few of many agreed defects in 
our present system. Is it not time we put an end to fatuous 
recrimination and set about constructive reform ?— 1 am, 
elc., 


E. O. Evans. 


Stratford-on-Avon 


' Running Costs of Hospitals, Sixth Report from the Select Committee on 
Estimates, 1956-7. H.M.S.0., London 


G.P.s’ Postal Expenses 


Sir,—I have received a letter from the clerk of the Middle- 
sex Executive Council this morning to the effect that under- 
stamped packages have been received from me on which the 
council has had to pay a surcharge, for which I am truly 
sorry. 

Practitioners working for executive councils seem to me 
to be at a disadvantage in having to stamp their packages 
containing the property and documents of the various 
councils. The increase in postage just now imposed, of 
course, makes this heavy item a still heavier burden to be 
borne by doctors. This morning, by the same post, I re- 
ceived a communication from the divisional medical officer 
which was officially stamped and enclosed a prepaid enve- 
lope for a reply. If the divisional medical officer receives 
official envelopes for official correspondence, why does the 
general practitioner still have to pay for official communica- 
tions between headquarters and himself ? The Royal Com- 
mission is now sitting and I suggest that the B.M.A. draws 
attention to this anomaly and seeks to get it rectified —I 
am, etc., 


London, W.5. Rowert H. Bailey. 


Remuneration Claim 


Sir,—In a leading article (Journal, November 23, p. 1225) 
we are told that the Royal Commission may not reach its 
conclusions until after the life of the present Government 
has come to an end. As negotiations on the basis of its 
recommendations would no doubt take months longer. we 
can fairly look forward to a further wait of, say, three years 
before a settlement is likely to be reached. There is no 
guarantee that the Government of the day would accept the 
Commission’s findings, and, judging by events, past and 
present, we have every reason to believe that it will not meet 
its responsibilities in this matter. I find this prospect a little 
disturbing. 

Since 1951 the cost of living has risen by approximately 
4-5", per annum, so that now it stands 29% higher than 
when the last settlement was reached. It is not difficult to 
calculate that, as a result of inflation, we have each lost on 
average a year’s salary altogether since 1951. If the cost 
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of living continues to rise at this rate, and we must expect 
that it will, by 1960 our incomes will be worth only two- 
thirds of their 1951 values. Does anyone seriously believe 
that we shall ever get more than the merest fraction of our 
just demand, or that it will be backdated, if at all, by more 
than a few weeks ? Wage and salary restraint is all very 
well, but neither the Government nor the public has the 
right to expect us to see our incomes eroded away on this 
scale and just let the situation drift on. ' 

I submit that we should insist on an immediate interim 
increase of, say, 15% or 20°, backdated to June, 1956. 
Failing this, we should withdraw entirely from the N.H.S. 
as soon as this can be organized, certainly not later than the 
autumn of 1958. Few of us can like taking this step, but I 
fear that unless we do we shall suffer a permanent sub- 
stantial reduction in our remuneration.—I am, etc., 


Southampton F. L. Heper. 


Sir,-With due respect to Dr. R. W. Cockshut (Supple- 
ment, November 23, p. 175). I am sure that I am not the 
only doctor who feels ashamed that, whereas the railway- 
men and the busmen have a certain feeling of both loyalty 
and co-operation, the medical profession has not. This is 
in spite of the fact that the medical profession should have 
a stronger comradeship as its members experienced the same 
long and intense period of training and yet still find them- 
selves unable to co-operate in any form of pay claim. | 
feel that each doctor should endeavour to review the plight 
of the profession as a whole rather than his own personal 
problem.—I am, etc., 

Edgware, Middx 


G. NEWMAN. 


Association Notices 


Diary of Central Meetings 
DeceMBER 


17 Tues. Royal Commission Evidence Committee, 2_ p.m 
17 Tues. Office Committee (immediately following Roya! 
Commission Evidence Committee). 

18 Wed. Council, 10 a.m. 
19 Thurs. G.M.S. Committee, 10.30 a.m. ; 
19 Thurs. Psychological Medicine Group Committee, 2 p.m 


JANUARY 

1 Wed. Emergency Call Subcommittee, G.M.S. Com- 
mittee, 12 noon and 2.30 p.m. ‘ 

2 Thurs. Alternative Service Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 

10 Fri. Overseas Committee, 2 p.m. 

16 Thurs. G.M.S. Committee, 10.30 a.m. : 

28 Tues. Alcohol and Road Accidents Committee, 2 p.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM Drvision.—At Birmingham Medicai Institute, 36, 
Harborne Road, Edgbaston, Tuesday, December 17, 8 to 10 p.m., 
reception and sherry party. Friends are invited. 

BRIGHTON AND Mup-Sussex Drviston.—At Hotel Metropole. 
Brighton, Friday, December 20, 8.30 p.m. to 2 a.m., annual bal! 

DartrrorD Drviston.—At the Hotel, Wednesday, 
December 18, 8.30 p.m., annual social meeting. 

EasrBourneé Division.—At Burlington Hotel, Tuesday, Decem- 
ber 17, 8.30 p.m., meeting. Talk by Dr. A. N. Mathias: “ What 
Haopens to Your Money.” 

Giascow Drvtsion.—At Hall of Roval Faculty of Physicians 
and —_— of Glasgow, 242. St. Vincent Street, Glasgow. 
Saturday, December 21, 7.30 to 9.30 p.m., cocktail party. Non- 
medical are also invited. 

LANCASTER Drviston.—At Grosvenor Hotel, Morecambe, Fri- 
day, December 20, 9.30 p.m., annual ball. . 

Nortu Mippoiesex Diviston.—At North Middlesex Hospital. 
Tuesday, December 17, 2.30 p.m.. practitioners’ round. Dr. 
D. G. Ferriman: Medical cases, including endocrine. 

OtpHaM Drvision.—At Albion Club, Queen Street, Oldham, 
Monday. December 16, 9 p.m., meeting. Dr. H. C. Warrington: 
“ Artificial Radio-isotopes in Clinical Medicine.” _ 

Tower Hamters Drviston.—St. Andrew's Hospital, Devons 
Road, Bow. E., Friday, December 20. 3 p.m., meeting. Mr. 
G. A. Barclay: “ Peripheral Vascular Diseases and Gangrene.” 
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LINCTUS ~™ 


ew approach to the cough problem 


= The active constituent of the linctus is oxeladin citrate 
- Each teaspoonful (3.55 ml.) contains 10 mgm. 
ACTION 
e Depresses the activity of the 
cough centre. 

INDICATION 

e All forms of dry, unproductive 
= 

DOSAGE TOXICITY 
Adults 1 or 2 teaspoontuls 4 umes daily. e Completely non-toxic. 
Children § to 1 teaspoonful 4 times daily. No constipation. 


Basic N.H.S. Price: Bottle of 60 ml. 2/6. No hypnotic effect 
Descriptive literature and specimen packing 
supplied on request. No habituation. 


Medical Department 
BRITISH DRUG HOUSES 


7 Quality Electrical Equipment 


FOR CARS, COMMERCIAL 
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ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxy! has been successful in diminishing capillary bleeding :n a wide range 
of surgical operations. It has proved particularly useful in ear, nose and throat, 
ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 
that, post-operatively, there is less swelling and bruising when Adrenoxy! has 
been used 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxy! has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500, 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the Medical Information Dept. 


i 
‘2 
| 
> & 
\ 
‘ \ 
4 
‘4 
— 


14, 1957 BRITISH MEDICAL JOURNAL 31 


The 
penicillin-V with 
the better performance 


* more soluble than the free acid 


* produces higher blood levels 


* quicker onset of action 
Available in tablets of 60 mg. and 120 mg. 


Literature and further information gladly sent on request 
BOOTS PURE DRUG CO. LTO., NOTTINGHAM, ENGLAND 
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Sterilization of 
Darmady, K. EB. A. Hughes, and 


The Sterilization of Dressings. .G. Alder and W. A. Gillespie 
Sensitivi 


Semi-solid Agar Media for Culture and 
} ae of Tubercle Bacilli from Sputum. R. Knox and G. 


Catalase Activity and Isoniazid Sensitivity of Tubercle Bacilli. 


A. Beck 


Penicillinase Production by aureus 


from Outbreaks of Food . T. Parker and § 


Lapage 
A the Rapid ion of Sal 

like Paracolon Organisms. G. H. Lowe and J. H. Evans 
The Use of Ancillary Laborat 


y Reference to 
C. R. Robinson 


ood Poisoning. 


A Culture Medium for Trichomonas vaginalis Donné and 


Species of Candida. 7. G. Feinberg and M. Joan Whittington 


Amino-aciduria in C 
C. Choremus, L. Zannos, and B. Basti 


ra-erythrocytic Haemoglobin Crystals. 7. 4. M. Ager and 


mann 


The Technique of Bone Marrow Aspiration in Children. 


John L. Emery 
The Degeneration of Brain Thromboplastin in the Pr 


Syringes by Radiation. M. 


T i irosis, 
Diagnosis of the Mild 


and Sickle Cell Anaem/‘as. 


Thrombosis and Factor VII Activity. L. Poller 
Laboratory Control of Anticoagulant Therapy. W. Lewin and 
B. M. Bloomberg 


The Effect of Room Temperature on ym ang Sedimenta- 
_tion Rate and Its Correction. Roger W. Manley : 


The Influence of Erythrocyte Factors on Their Sedimentation 
Rate. David Phear 

The Proteins of Normal Urine. Gregor H. Grant 

The Estimation of the Oral Hypoglycaemic Agent Car- 
butamide in Blood. 2. H. Thompson 


The Estimation of BZ55jand Sulphonamides in Blood Sugar 
Filtrates. D.G. Moss 


Electrophoretic Soni Serum and Urinary Proteins 
» the Diagnosis Myelomatosis. 7. A. Owen and W. D. 
ider 


Microdetermination of Serum Calcium Using the Eel Flame 
Photometer. £. C. Butterworth 


The Estimation of Calcium in Urine by | Flame Photometry, 
we a Note on the Estimation of S and P 
. P. U. Jackson and L. Irwin 


A Note on the Determination of §-Glucuronidase Activity 
in Urine. M. A. M. Abul-Fadl 


Malignant Cells in Exudates 


The of Living 
R. J. V. Pudvertaft and L. Weiss 


of Normal Serum. C. G. Berry 


The Detection of a Circulating Aatiocogutant Active Against 
Blood Thromboplastin F D. Gems 


‘ormation. 


Simple Methods for Measuring Serum Levels of the Gluta- 
micoxalacetic and Transaminases in 
Routine Laboratories. un and 1. Cook 


Technical Methods 


Yearly Subscription (6 Numbers) £4 4s, U.S.A. $13.50.. Single Numbers 17s. 6d. 
From the PUBLISHING MANAGER, B.M.A. HOUSE, TAVISTCCK SQUAFE, LONDON, W.C.1 | 


Cheaper Motoring... 


More and more members of the 
Medical Profession are finding that fo r | 9 5 8 
our ANNUAL CONTRACT HIRE SCHEME 


is the most economical method of 
running @ BRAND NEW CAR with 
NO CAPITAL OUTLAY. 


MEDICAL PRACTITIONERS’ HOUSE PURCHASE 
AND CAR HIRE PURCHASE SCHEMES 
HOUSE PURCHASE proved eases wien ve 


payments over a period Examples—Cost per week 


Our charges include : Austin A3S £3 11 6d. 

of up to 25 years, for houses not eusatinn £10,000 in value. FREE ROAD TAX, FREE SERVICE AND Morris 1000 gi 19 6d. 
MAINTENANCE, FREE VEHICLE RE- 

LOANS FOR EMERGENCIES Send your require- PLACEMENT IF CAR IS OFF ROAD For Ford Anglia £3 11 6d. 

ments to us. MORE THAN 48 HOURS. Ford Prefect £3 19 6d. 

Any model Austin, Ford, Jaguar» Ford Consul 25 19 6d. 


MOTOR CAR Hire Purchase. 


Please apply to J. W. SLEATH & CO. LTD. 
Burley House, 5-11, Theobald’s Road, London, W.C.! 
Telephone : Chancery 4375 6,7 


Morris, Standard, Wolseley sup- 
plied. 


For full particulars write, telephone or call 


OVERSEAS CARS LTD Telephone : KNI. 4491 /2 
227 Brompton Road, S.W.3 
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INVESTORS and SAVERS 

i who should leave nothing to chance, 
here is a vital service. Special Invest- 
ment Accounts can now be accepted 
from £10 to £5,000 at5s% 
Income tax free. Thus with the stan- 
dard rate of tax at 8/6 in the € this is 

equal to over 82%,. 


CLINICAL PATHOLOGY IN 
GENERAL PRACTICE 


321 pages. Price lis. (by post—inland and overseas, 22s. 3d.) 

This handbook on clinical pathology meets the needs of the 
general practitioner, the houseman, and the senior student. It 
contains thirty-nine articles comprising a series specially written 
for the British Medical Journal. Each article has been revised 
and brought up to date by its author. The book gives authoritative 
information on 


@ available laboratory facilities 

@ reliable tests and which to use 

@ techniques for collecting and preserving specimens 

of results and significance of abnormal 


INTEREST 
GROSS 


FIVE STAR ADVANTAGES 


%& No depreciation or fluctuation of the invested capital. 


¥ Each transaction commences 
and remains strictly private 
NY) and confidential. 


impregnable security. 
For full information and FREE Brochures write 


LION society 


DEPT. 17 - CHISLEHURST - KENT ~ Tet: imPerial 2235 (10 lines) 


A courteous and personal service from the mutual profit sharing Society. 


% interest commences from 
date of investment and is 
paid half yearly. @ 

¥* All profits are shared. 


Obtainable from booksellers or by post from Publishing Manager 
BAlliSH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 


| 
| — | 
| = 
you 8 
| 


in the 


B-PAS (Wander), 4-benzoylamino-2-hydroxybenzoic acid, first intro- 
duced by our Research Laboratories in 1948, is the drug of choice 
in regimens comprising PAS in concurrent therapy. 


In the form of its calcium salt, it provides extended bacteriostatic 
levels, induces only minimal side-effects as compared with sodium 
PAS, and because of its high acceptability guarantees as far as 
possible that patients, particularly on domiciliary treatment, do take 
their medication. 


Available in 3.5 g. envelopes and in | g. cachets; and as bulk powder 


Full abstracts from literature, also details of institutional packs and prices, from the Medicai Department 


A. WANDER LTD., 42 UPPER GROSVENOR ST., GROSVENOR SQ., LONDON W.1 
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Pasinah WANDER 


Chemotherapy of Tuberculosis 


* B-PASINAH’” is available in two 
convenient forms: 

Powders each containing 

3.5 g. calcium B-PAS (Wander) 
and 87.5 mg. isoniazid. 

Cachets each contain ng 

1 g. calcium B-PAS (Wander) 

and 25 mg. isoniazid 
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CLASSIFICATION 
APPOINTMENTS 


Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recentyytestimonials with short | Practices 
statement of experience and appointments held. —a 
Applications should be sent at once if no closing date is given. | ee, 
Canvassing in any form will disqualify. Lecume 


#SERVICE MEMBERS may have difficulty in supplying recent Situations (Medical) 
testimonials, but this should not deter them from applying. 
4 A fully registered medical practitioner who is liable for Nationa! Service must obtain defermeni APPOINTMENTS 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) | tudi — | 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment under as (eflew: 
The position of provisionally registered medical practitioners who are liable for Nationa: A hetics oO : ~ 
Service has been made clear in a notice sent to them by the Ministry of Labour and National | naesthetics . rthopaedics 
Service Blood Transfusion Paediatrics 
SCA “YUN SRADES OF HOSPITAL MEDICAL starr 
SALARY SCALES OF JUNIOR GRADES OF HOSPITA | Chest and Tb. Physical Medicine 
: Registrar Grades, Whole-time Dermatology Psychiatry 
(a) REGISTRAR fom obtained normally not tons thee two youre afer E.N.T. Radiology 
medical practitioner and held normally for two years: 5 per annum int rst year; J ‘ | iatrics : 
per annum in the second and any subsequent years. If the post is resident a deduction of £170 aes ema 
j per annum is made I edicine heumatology 
(b) SENIOR REGISTRAR : Posts obtained normally not less than four years after registration Obstetrics and Surgery 
as a medical practitioner and held normally for four vears; £1,210 per annum in the first year; Gynaecology Thoracic Surgery 
£1,320 per annum in the second year; £1,430 per annum in the third year; £1,540 per annum Ophthalmology Urology 
in any subsequent years. If the post is resident a deduction of £200 per annum is made 
in the following order : 
Other Grades, Whole-time Consultants, S.H.M.O.s, Registrars, 
(a) HOUSE OFFICERS Clinical Assistants. 3.H.M.O.s, Senior 
(i) Provisionally registered medical practitioners: £467 10s. per annum for the first pos House Officers, Howse Officers, Pre- 
held; £522 10s. per annum for the second and a!! subsequent posts held registrations. 
provided that the employing authority (sebject in the case of a Hospital Management Committce 
to the consent of the Regiona! Hospital Board) shall have discretion to determine that the remun- 
eration of amy officer holding his first post in the Nationa! Health Service as a House Officer Public Health Medical Illustrations, 
shall be £522 10s. per annum if they are satisfied that the officer has held at least one hospital! post Administrative Photography, etc. 
outside, of not less than six months’ duration, involving clinica! responsibilities equivalent to Governmental Pharmacists, etc. 
those of house posts in the National Health Service and supervised by appropriate specialist staff. | Commercial Receptionist te 
(ii) Fully registered medical practitioners £377 10s. per annum for any post held; Industrial 
us Consulting Rooms, etc. 


provided that in exceptional circumstances, subject to the consent of the Minister, this rate may | 
be exceeded by up to £50 per annum where a post cannot be filled otherwise i Republic of Ireland Accommodation, etc. 
In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect Oversea Hotels 
of board and lodging and other services provided shal! be made and each post shall be tenable University and Books Off 
OOKS ered 


for six months | Research 
(6) SENIOR HOUSE OFFICER: Posts obtained by fully registered medical practitioners | Notices Stamps 
and heid normally for one year only: £819 10s. per annum. If the post is resident a deduction : isc neous 
of £150 per annum is made | Educational and a 
(c) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- | Lectures mes 
ments but who are neither Senior House gel a in one of the registrar grades, who have Situations (Non-med.) | Agents 
less responsibility than other hospital officers of mon-consultant status, and who have been | 
appointed for a limited or an indefinite period, not less than one year after full registration a Rates are oe eS, _— Back Cover, 


a medical practitioner: £852 10s. by £55 to £1,182 10s. per annum. If the post is resident a 


deduction of £170 per annum is made. ag 
MEMBERS ABROAD. Copies of vacancies 


ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE advertised in the Journal can be sent by AIR 

IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
OF HOSPITAL MEDICAL STAFF headings Is. each 

(27/8/57) Please state type of vacancy and remit to the 

Advertisement Director, B.MJ 
7 x w Assistant rried Pract 

A.1468, BMJ 


Applications are invited for vacancy due to . 
retirement. Duties to commence April 1, 1958. Wanted, Assistant. Liverpool. Car owner. 
ALL CLASSIFIED ADVERTISEMENTS Urban area. List at present approximately 1,120 pyr wr inclusive. Rota. No view 
House and surgery probably available. Applica- ON is 7 
should reach the tions, on Form E.C.16A, to be submitted not later Wanted, Assistant with view. Young R.C. 


Advertisement Director by the first | than December 28, 1957, to the Clerk of the | Obstetric experience essential, GP. experience 


Chesh . . 2 “hol Stree not necessary. Two principals. Rapidly approach- 
postal delivery on Exccutive Council, 28, Nicholas Sunset. | ing full list. Subdarb N.W. Enciand.—Box A.1465, 

Dec Dec . B.MJ 
, TUES., 17, for 28 issue ; Wanted, Assistant, practice, South Wales 
: TUES., Dec. 24, for Jan. 4 issue. town. Single. Three partners. Car owner csscn- 
PRACTICES (Exchange) tial. Salary £1,000 to £1,200 (which includes car 


Cancellations andor corrections for allowance) according to experience. No view.— 

Box A.1376, B.M.J. 

the above issues cannot be effected if | WILL ANY DOCTOR WISHING TO EX- Wanted, indoor Assistant, either sex, single, 
CHANGE PRACTICE for one in Karachi for three Yorkshire industrial practice. Particulars on appli- 

received in this office after 4 p.m. on | months please write for further details to Dr cation. —Box Ss. BMJ 


S. M. Sadiq, M.R.C.S., F.R.C_P.. 2. Green Build- Wanted, January, Assistant, preferably expe-i- 

Dec. 18 and 30 respectively. ing, Frere Road, Karachi, Pakistan. enced G.P., obstetrics. Pleasant practice near N.E 

coast, Good off periods. Cottage and maternity 


No view Salary by arrangement — 


Car essential. Salary by arrangement.—-Box A.1473, 
B.MJ 


For vacancies (except those in Scottand) apply o@ | THIRD PARTNER AFTER PRELIMINARY M 
Form E.C.16A, obtainable from the Executive | Assistantship. Suburban and rural area, developing Wanted, married Assistant, January. London 
Couscil. Mark envelope “ Vacancy.” Capita! for house essential. Old-established practice | practice. Own car. Salary £1.000 inclusive. Free 
in pleasant district.-Drs. Bean, Shires, Moody, 9 accommodation.—Box A.1353, B.MJ.. or AMHerst 
| Austhorpe Road. Crossgates, Leeds 4913 


i VE, shire 
= Wanted, South Yorks, semi-rural, Assistant with 


view Experienced G.P. and obstetrics preferred 


Applications are invited for vacancy due to death 
English or Scot Protestant, married. with car 


of practitioner. Mainly urban areca. List at present 

j approximately 2.580. House and surgery pecbabis ASSISTANTSHIPS VACANT Furnished house available —Box A.1461, BMJ 
avaitable. Applications, on Form E.C.16A. tw be Assistant, mate. January, for single-handed 
submitted not later than December 28. 1957, to Wanted, Assistant. without view. British. ‘North- practitioner, London. No midwifery All found. 
the Clerk of the Cheshire Executive Council, 28, West town. Furnished flat, Car essential. Salary accommodation free 16 guineas weekly Car 
Nicholas Street. Chester, (3039) by arrangement..Box A.1471, BMJ allowance.--Rox A 1466. BMJ 


= | 
4 
| 


Dec. 14, 1957 


Assistantships Vacant—contd. 


London suburb. Married male Assistant wanted. 
Modern unfurnished house, gas, electricity. garage. 
and £1,050 per annum. including car aliowance 
Box A.1459, B.MJ 

Assistant required, January 1 or cartier, 
partnership practice, Derby-Notts border 


urban 
Salary 


£850. plus £150 car allowance and full board. Car 
essential. Singic woman preferred.—Box A.1469 
BMJ 

Assistant required. preferably experienced. Own 
car Growing practice 5,000 Sober. industrious 
considerate. Good accommodation, etc. Liverpool 
suburb.—-Box A.1470, BMJ 

Assistant required, R.C.. male. accom. 
modation available Possible view Chiefly 
industrial Central London. Salary £1,050, plus 


£100 car allowance Full particulars in writing - 
Box A.1474. B.MJ 

Assistant wanted, male or female, London. 
if suitable Excellent salary.—Box A.1475, 


View 
BMJ 


Assistant with definite view. Nottingham out- 
skirts. Group practice, Salary £1.200 per annum 
Box A.1462, B.MJ 
OPHTHALMIC. Experienced Assistant, male or 
female required Permanent position with 
possibility of eventual succession.-Box A.1355, 
MJ 
Shropshire. Assistant with view. Married. 
of E Public school, Unfurnished flat available. 
Box A.1453. B.MJ 


singte, 
Salary £1,150 


Woman doctor 
either scx Car owner 
inclusive. —Box 

Young Jewish Assistant wanted for busy general 
practice in London suburb —Box A.1519, B.MJ 


ASSISTANTS AVAILABLE 


Assistantship with view required. M.B.. B.S. 
King’s (London) 195i. English, Roman Catholic, 
30. married. car owner. Anywhere. Free January 
1 Box A.1454,. B.MJ 

Experienced G.P.. 45. single, 
view new industrial town preferred 
4.1476, BMJ 

Experienced M.R.C.S. (Camb, and St. Thomas's, 


Protestant. car, 
Apply Box 


1951). married, car, Obstetrics, scecks Assistant- 
ship with view. —Box A.1455, B.MJ 

Glasgow graduate. 2%, married, one child. H.P.. 
H.S., obstetrics. geriatrics, R.A.M.C three years’ 


G.P., secks Assistantship with view Box A 1478 
BMJ 

London. Surgeries or week-end Locum work 
wanted. Good family accommodation required 
Box A.1484, BMJ 


experienced sing’c-handed prac- 
secks part-time 
Welsh border 


Young woman, 
tice. disabled but still competent 
temporary Assistantship. preferably 
Own transport.—Box A.1477. B.MJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 
Married male Trainee wanted February 1, Clyde 


coast Protestant. Car owner. Good flat avail- 
abic Time for study Box 17.1479. B.MJ 
Manchester. Full N.H.S. scale.—Box 
MJ 


Trainee, semi-rural practice, sear Plymouth. 
G.P. hospital and maternity homes. Opportunity 
experience all branches. Ample off time for study 
N.H.S. scale. Car essential.-Box 7.1480, 

Trainee, South London, male, married preferred. 
Car owner. Fiat available.—Streatham 0202 

Trainee wanted February 1, 1958. Pleasant 
country practice near Newcastle upon Tyne. Car 
essential Usual salary. Furnished flat available 

Box T.1457 

Trainee wanted. Car essential. 
Box 7.1291, BMJ 


LOCUMS (Vacant) 


Locum required Christmas week, near Weston- 
super-Mare.—Box L.1481, 

lecum, young woman preferred, Herts. Four 
partners, January 1 to March 31. £300 inclusive 
Box L.1456, BMJ 


Barnet General Hospital, Welthouse Lane, Barnet. 
Herts 


. 


Lecum House Surgeon (Orthopaedics) 


required December 29 to January 14. Applica- 
tions, with full details, to Hospital Secretary 
(Barnet 7421) (3133) 


Birkenhead Hospital Management Committee 
Children’s Hospital. Birkenhead 


Locum Paediatric House Officer 

from January 20, 1958, to February 3 

£10 %s. per week. Apply, stating 

experience, with copies of two 

to Secretary, above Committee, 

Toliemache Road, Birkenhead 
(3091) 


required 
1958, inclusive 
qual fications 
recemt testimonials 
St. James’ Hospital, 
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Edgware General Hospital, Edgware, Middlesex 


Locum Senior House Officer 
required in the Casualty Department for the period 
January 16 to 30. 1958 Apply immediately to 


Medical Director (3145) 
Oxford Regional Hospital Board 
Locum Consultant In Ophthalmology 
four sessions weekly, Aylesbury area Apply 
immediately, stating age, Qualifications, experience, 
and names of two referees, to the Secretary. 43, 
Banbury Road, Oxford. (9921) 
St. Peter's Hospital, C 
(Late Botley’s Park War 
Locum Sleuse Surgeon (Resident) 
required from January 1, 1958, to January 31, 1958 
Applications to Physician Superintendent, St, Peter's 


giving names and addresses of referees 


Hospital, 
(9250) 


Sheffield Regional Hospital Board 
Locum for Whole-time Assistant Pathologist 
(S.H.M.O. grade) 


required January | for approximately three months 
for hospitals in the Boston areca. Remuneration 


£34 I4s. 6d. per week. Apply Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficid. naming two referees (9946) 


Sheftield Kegional Hospital Board 


Locum Resident Senior Casualty Officer 
required immediately Scunthorpe and District War 
Memorial Hospital. Remuneration £34 14s. 6d. per 
week Apply to Secretary, Shefficld Regional Hos- 
pital Board, Old Fulwood Road, Shefficid, naming 
two referees (9947) 


The West Hil Hospital, Dartford 
Locum Senior House Officer (Casualty Officer) 
month from January 1. 1958 
Dartford is near London. with a frequent train 
service Applications, with full particulars, to be 
semt to the Group Secerctary, Dartford Hospital 
Management Commitice, The Bow Arrow Hospital, 


required for one 


Dartford, Kent (9922) 
Upton Hospital, Slough 
Locum House Physician 
required December 0) to January 12. Applications 
to Secretary, with names of two referees. (9596) 


LOCUMS (Available) 


Experienced general practitioner available to do 
locums or part-time assistantship in East Suffolk 
or North Essex. Car owner Tel. Shotley 252 

Qualitied Ansesthetist available for Locum, 
Assistantship. anaesthetic help G.P.. private sur- 
gical practice. Box L.1482, B.MJ 


SITUATIONS (Wanted) 


Doctor retired from sea, aged 66, 
qualified, bachelor, discontented doing 
secks post, industrial. institutional, ctc 
POSSess car Held administrative post in 
teaching hospita! several years.—Box S.1483. 


fairly well 
nothing, 
Does not 
London 
B.M.J. 


APPOINTMENTS 


ANAESTHETICS 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ANAESTHETIC REGISTRAR 
required at the Luton and Dunstabie Hospital (250 
beds) and associated units, for a one- or two-year 


appointment. Post recognized for DA. and 

A R.C.S.,. and vacant January 1, 1958 The 
hospital may be visited by dircct appointment 
Application forms obtainable from Sccretary, Luton 
and Hitchin Group H.M.C., St. Mary’s Hospital. 
Luton, Beds (9575) 


THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the post of 
ANAESTHETIC REGISTRAR 

The successful candidate will be required to work 
in any of the Units of the United Shefficid Hos 
pitals Applications, with the names of three 
referees, should be sent not later than December 17 
1957, to the Chief Administrative Officer, The 
United Sheffield Hospitals, West Street, Sheffield, | 

9873) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 


Tunbridge Wells Group Hospital Manageme 
Committee 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
required (male or female) Resident Vacant 
January 13, 1958. Recognized D.A. and F.F.A 
R.C.S. Applications, giving age. qualifications and 
experience, with names of two referees, to Group 
Secretary, Sherwood Park, Pembury Road, Tun- 
bridge Wells (3075) 


ROYAL HALIFAX 


SENIOR HOUSE OFFICER IN ANAESTHETICS 
required. Post recognized for DA Salary 
£819 10s. per annum, less £150 per annum for board 
residence Applications to be forwarded to the 
Group Secretary. Royal Halifax Infirmary, Ha'ifax 

(9421) 


ROYAL SUSSEX COUNTY HOSPITAL, Brighton 
(314 beds) 


INFIRMARY 


RESIDENT ANAESTHETIST 
grade) vacant December 21, required fur 
with interchange of duties by agree 
ment, at the Brighton General Hospital and other 
specialized units within the Brighton and Lewes 
Group. Post recognized for F.F.A.R.C.S. and D.A 
Applications, stating nationality and usual! particu 
lars, togcther with the names of two referees, should 
be sent to the Administrative Officer, Royal Sussex 
County Hospital, Brighton, 7 (9345) 


SOUTHAMPTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


(S.H.0 
one year, 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
for the Anaesthetic Department of the Southampton 
Group of Hospitals. Special facilities for working 
for F.F.A.R.CS. and DA Applications, with 
copies of testimonials, should be forwarded as soon 
as possible to the Group Secretary, Southampton 


Group Hospital Management Committee, Bullar 
Sueet. Southampton (9867) 
TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Anaesthetics) 
with the above-named Group of Hospitals Main 
duties at North Ormesby and Eston Hospitals. Post 
recognized for D.A. and F.F.A. Some experience 
in anaesthetics an advantage though not essential 
Applications, with copies of three testimonials, to 


the Group Secretary, Tees-side Hospital Manage 
ment Commitice, North Ormesby Hospital, Middies- 
brough. within 14 days. (9632) 


THE UNITED SHEFFIELD HOSPITALS 


RESIDENT SENIOR HOL =. OFFICER IN 
ANAESTHETIC 
required for the Royal Applications 
Stating age, qualifications and experience, with the 
names of three referees (or copy testimonials), 
should be sent not later than December 21 to the 
Superintendent, Roya! Infirmar’, Sheffield, 6 
(3144) 


Leamington Spa 


WARNEFORD HOSPITAL, 
(197 beds) 


SENIOR HOUSE OFFICER, ANAESTHETICS 
for duties at the above hospital Post vacant 
January 20, and recognized for F.F.A.R.C.S. and 
D.A. Applications to Hospital Secretary. (3006) 


BLOOD TRANSFUSION 
EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


MEDICAL OFFICER 
at Regional Blood Transfusion Centre, Brooklands 
Avenuc, Cambridge. Duties include work in the 
laboratories, attendance at blood collection sessions 


and deputizine for Medical Director Salary on 
scale £935 to £1.061 10s, per annum. Applications 
Stating age, cxperience, and the names of three 


referees, to the Board’s Senior Administrative 
Medical Officer, 117, Chesterton Road, Cambridge 


by December 28, 1957. (3029) 
CASUALTY 

THE UNITED CARDIFF HOSPITALS 


Applications are invited for the appointment of 
SENIOR CASUALTY OFFICER 

at the Cardiff Royal Infirmary. The successful 
candidate will also be attached to the Fracture 
Department of the hospital. Non-resident appoint- 
ment, to commence as soon as possible, for a 
period of up to four years. Salary on the scaic 
£1,653 15s. by £52 10s. to £1,811 Ss. in the tourth 
year. Application forms are available from the 
Secretary to the Board, at the Cardiff Royal Infir- 
mary, Newport Road, Cardiff. and should be 
returned within 14 days of the appearance of this 
advertisement (3146) 


— — 
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Casualty—contd. 


KIDDERMINSTER AND DISTRICT GENERAL 
HOSPITAL (112 beds) 


REGISTRAR, CASUALTY 

required, also to deputize for surgical registrar. Ex- 
perience speciality cssential Higher qualification 
desirable Resident or non-resident Application 
forms from Secretary, Mid-Worcestershire H.M.€ 

Birmingham Road, Bromsgrove, to be returned by 
December 23, 1957. Candidates may visit hospi- 
tal (9948) 


HOSPITAL OF ST. CROSS, Rugby (152 beds) 


CASUALTY AND ACCIDENT OFFICER 
Residemt. Vacant January 20. Recognized F.R.C.S 
Duties include orthopacdic surgery Applications 
(9672 


to Hospital Secretary 2) 


HUDDERSFIELD ROYAL INFIRMARY 
(285 beds) 


Applications are invited for the post of 
CASUALTY OFFICER 
The post. which is resident, is recognized under the 
Fellowship Regulations and will be graded cither 
J.H.M.O. or $.H.O. according to experience. Duties 
terminate at 7 p.m.. with one night weekly on call 
Apptications for the appointment, which will be 
vacant on January 23, 1958, should be accompanied 
by copies of three recent testimonials and ad- 
dressed to the undersigned.—H. J. Johnson, Group 
Secretary, The Royal Infirmary, Huddersfield. (3092) 


ROVAL SUSSEX COUNTY HOSPITAL, Brighton 


SENIOR CASUALTY OFFICER 
U.H™M.O.) non-resident, required mid-December 
Recognized for F.R.C.S, Applications as locum 
or for permancnt post, stating usual particulars 
and the names of two referees, to the Administra- 
tive Officer (9366) 


BECKENHAM HOSPITAL, Kent 


CASUALTY OFFICER (S.H.0.) 
required January 1 for one year In first instance 
with duties in orthopaedic and fracture depart- 
ments Recognized for F.R.CS Apply, stating 
age, nationality, qualifications and experience, and 
naming three referee to Administrative Officer 
(3119) 


BOW GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
required at Poplar Hospital, East India Dock Road, 
E.14. Duties are mainly in connection with the 
receiving room and casualty departments Post 
vacant now Applications, giving full details, to 
Group Secretary, 2a, Bow Road, E.3 (3077) 
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MAIDSTONE, WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid Keat Hospital Management Committee 


CASUALTY OFFICER (Senior House Officer) 
(Recognized for F.R.C.S.) 
Salary £819 10s. a year, less £150 a year for board 
and lodging Post vacamt February, 1958 Appii- 
cations to the Administrative Officer at the Hospital 
(9407) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 


Applications are invited for the following post 
RESIDENT SENIOR HOUSE OFFICER 
(Casualty) 

Apply immediately. with full particulars and copies 
of two recent testimonials, to Group Secretary, St 
Tydfil’s Hospital, Merthyr Tydfil (7377) 


SOUTH SHIELDS INGHAM INFIRMARY 
(158 beds) 


CASUALTY OFFICER 
(Senior Howse Officer or pre-registration. 
according to experience) 
required December 27. 1957, to work under the 
supervision of Senior Casualty Officer. Post recos- 
nized by Royal Colleges. Applications to Hospital 
Secretary (9906) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTEE 


Taunton and Somerset Hospital 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic} 
Post vacant mid-January, 1958 Applications 
Stating age, nationality, and qualifications, together 
with the names of two referees, should be for- 
warded to the Group Secretary, Taunton and 
Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset (9949) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Middlesbrough General Hospital, 
Ayresome Green Lane, Middlesbrough (305 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Casualty) 

at the above hospital The appointment offers 
excellent experience in a very busy department, for 
which there is a whole-time Senior Casualty Officer 
and two whole-time Senior House Officers. Appli- 
cations, stating full details and giving names for 
reference, should be addressed to the Hospital 
Secretary (8894) 


BROADGREEN HOSPITAL, Liverpool, 14 


ADMISSION ROOM AND CASUALTY OFFICER 
Part-time, non-resident S.H.0. status Salary 
£372 Ss. per annum Hours of duty: mornings 
Monday to Friday. up to 17} hours weckly. Vacant 
from March 1, 1958, and tenable for six months 
Applications, on forms obtainable from the under- 
signed, be returned, completed, as soon as 
possible.—-H. Blythe, Group Secretary (3082) 


BROADGREEN HOSPITAL, Liverpool, 14 


Applications are invited for the appointment of 
ADMISSION ROOM AND CASUALTY OFFICER 
vacant from March 1, 1958, and tenable for six 
months Whole-time, non-resident. Recognized 
for FRCS S.H.O. status Salary £819 10s 
per annum. Hours of duty: week-days 9 a.m. to 
S pm., and Saturdays 9 a.m. to 1 p.m. Applica- 
tions, on forms obtainable from the undersigned 
to be returned, completed, as soon as possible 


H. Blythe, Group Secretary (3083) 
CONNAUGHT HOSPITAL, Walmemstow, E.17 
(123 beds) 


Applications are invited for the post of 

SECOND CASUALTY OFFICER 
with duties in the Department of Orthopaedic and 
Traumatic Surgery (Senior House Officer gerade), 
recognized for F.R.CS Salary £819 10s. per 
anoum, tess £150 per annum for board, lodging, 
etc Applications, with full details and copies of 
two recent testimonials. should be sent immediately 
to Secretary, Forest Group H.M.C., Langthorne 
Road, (9636) 


MAIDENHEAD HOSPITAL, Berkshire 


Applications invited for post of 
CASUALTY OFFICER (S.H.0. grade) 
vacant December Post recognized for F.R.C.S 
Applications, stating age, qualifications, experience 
and nationality with copies of testimonials or 
names of three referees, to Secretary (9597) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Th 


by Hospital, Stockton-on-Tees 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
in the Casualty Department at the above-named 
hospital, which is im charge of a Senior Casualty 
Officer The post. which is vacant shortly, is 
recognized for the F.R.C.S. examination and time 
for study is available. Applications, stating full 
details and giving two referees, should be addressed 
to the Hospital Secretary (9598) 


TORBAY HOSPITAL, Torquay 
RESIDENT CASUALTY OFFICER 
(Senior House Officer status) required approximately 
December 23, 1957. There is a complement of six 
Resident House Officers. Applications, stating 
qualifications, nationality, age (quoting Ref. F.955 
86), with copy testimonials, to the Group Secretary, 
Torquay District Hospital Management Committee, 


Torbay Hospital, Torquay, S. Devon (8722) 
WEST LONDON HOSPITAL 
Hammersmith Road, W.6 


RESIDENT CASUALTY OFFICER 
(S.H.O. grading) 
required for six months from mid-January. Age. 
qualifications. experience, copies two recent testi- 
monials, to Secretary by December 21 (3109) 


LUTON AND DUNSTABLE HOSPITAL 
Lutoa, Beds 


TWO HOUSE SURGEONS 
for Accident Service, including Orthopaedic Depart- 
ment, required January 1, 1958 Recognized as 
pre-registration posts and for F.R.C.S., and tenabie 
for six months Applications to the Secretary of 
the hospital by December 23, 1957, (Pr.9578) 


Dec. 14, 1957 


ROYAL SUSSEX COUNTY HOSPITAL (314 bec. 
TWO CASUALTY HOUSE SURGEONS 


required December 28 and January 22 Duties 
include work in orthopacdic and traumatic unit 
Recognized for pre-registration and F.R.C.S. Appli- 
cations, stating usual particulars, and giving the 
names of two referees, should be sent to the 
Administrative Officer, Royal Sussex County Hos 
pital, Brighton (Pr.9346) 


CHEST AND TUBERCULOSIS 
tsee also THORACIC SURGERY) 


MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME, NON-RESIDENT ASSISTANT 
CHEST PHYSICAN (S.H.M.0.) 
to the Wigan and Leigh Hospital Centre, including 
the tuberculosis unit at Wrightington Hospital 
Previous experience of thoracic medicine and 
tuberculosis essential. higher qualification desirabie 
The appointment will be made in conjuction with 
the Local Health Authorities concerned, tor whom 
the appointee will carry out duties in connexion 
with prevention, care and after-care of tuberculosis 
Application forms from the Senior Administrative 
Medical Officer to the Board, Chectwood Road 
Manchester, 8, to be returned by December 0 
1957. (3098) 


MANCHESTER REGIONAL HOSPITAL BOARD 


South Manchester H.M.C. 
Baguley Hospital (402 beds) 


The Board invite applications for the post of 
REGISTRAR OR SENIOR HOUSE OFFICER IN 
CHEST DISEASES 
This Hospital is a large Thoracic Unit fully equipped 
for the medical and surgical treatment of Tuber 
culosis and other chest diseases Attached to the 
hospital is a Chest Clinic The post offers oppor- 
tunitics for wide experience in medical and surgical 
treatment of patients suffering from tuberculosis 
and other diseases of the chest, together with chest 
clinic work Ample scope for clinical research 
Applications, stating age, qualifications, nationality 
experience, and the names of two referees, to be 
forwarded to the Group Secretary, Withington Hos- 
pital, Manchester, 20, within seven days of appear- 
ance of this advertisement (9851) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SENIOR REGISTRAR IN CHEST DISEASES 
at Willesden Chest Clinic See advertisement in 
this issue under “ MEDICINE.” (9841) 


READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Peppard Chest Hospital. Henley-on-Thames, Oxon 
beds) 


Applications are invited from registered medica! 
Practitioners for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
The hospital deals with all types of chest disease 
in medical and surgical wards. Previous expericnce 
in resident hospital appointments is desirabic 
Single accommodation is available Applications 
Stating age. qualifications and experience, with the 
names of two referees, should be forwarded two the 
Group Secretary, Reading and District Hospital 
Management Committec, 3. Craven Road, Reading 
(9745) 


ROBROYSTON HOSPITAL, Glasgow, E.3 


JUNIOR HOSPITAL MEDICAL OFFICER 
required Resident or non-resident The work 
carried out consists mainly of tuberculous pul- 
monary disease. though substantia! units exist for 
skeletal urological tuberculosis A small unit 
exists for acute respiratory diseases and there are 
also units for non-tuberculous chest diseases and 
for geriatrics Applications should be forwarded 
to the Physician Superintendent (3086) 


FOXHALL HOSPITAL, Ipswich 

(102 beds for Chest Diseases) 

SENIOR HOUSE OFFICER 
The hospital is actively engaged in the investiga- 
von and treatment of ail forms of chest disease, 
including major thoracic surgery and a respiratory 
function unit, House available. Applications, with 
copies of recent testimonials, to Physician Superin- 
tendemt. from whom further details may be 
obtained (8305) 


GRASSINGTON HOSPITAL, sear Skipton 
(208 beds) 


SENIOR HOUSE OFFICER 
required for the above hospital, which provides 
treatment for tuberculous patients, men and women. 
Accommodation available for single applicants 
Applications to ,.Medical Superintendent (9866) 


Dec. 14, 1957 


Chest and Tuberculosis—contd. 
HARTS HOSPITAL. Woodford Green. Essex 
(100 beds) 


SENIOR HOUSE OFFICER 


required Post vacant January 12, 1958. The 
hospital is a modern sanatorium with Area Chest 
Clinic The post offers exceptional opportunities 


for gaining experience in tuberculosis and diseases 
of the chest Accommodation for single person 
only. Salary £819 10s. per annum. less £150 per 
annum for board, lodging. etc Applications, with 
copies of two recent testimonials, should be sent 
immediately to Secretary, Forest Group HM.C.. 
Langthorne Road, E.11 (9579) 


ST. MARGARET'S HOSPITAL. Epping (424 beds) 

SENIOR HOUSE OFFICER 

(Chest Diseases and Casualty) 
required for wherculosis wards in busy genera! hos- 
pital, Forty chest diseases beds run in conijvection 
with clinic within the grounds. Good expericnce 
Modern methods of treatment, Candidate required 
to devote one-third of time to casualty duties 
Appointment vacant February 2. 1958. Locum ap- 
pointment available for preceding fortnight. Appli- 
cations, with copies of two recent testimonials, to be 
sent to the Group Secretary, Epping Group H.M.C 
“ Oak Cottage.”” The Plain, Epping, Essex, by De- 


cember 18, 1957 (9562) 
BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


RESIDENT HOUSE PHYSICIAN 
required for six months commencing January 6. 
1958 Good experience in modern treatment of 
pulmonary tuberculosis, with dutics in the Barnct 
Chest Clinic Applications, with details of quali- 
fications and experience, to Hospital Secretary 

(3134) 


THE LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


vacancies occur February 1, 1958. for 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London, two 
at the Country Branch, near Letchworth. and post 
graded as House Officer. Duties include work in 
the Out-patient Department and Special Clinics as 
well as in wards Applications, stating datc of 
birth. qualifications (with dates), and previous ap- 
pointments held, with copies of three testimonials 
should reach the undersigned not later than Decem- 
ber 20.—-Thomas Brown, House Governor, London 
Chest Hospital. E.2 (9420) 


Two 


DERMATOLOGY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOA RD 


Central Middlesex Hospital, 


SENIOR REGISTRAR 

for three half-days in the Dermatological Depart- 
ment. Previous experience in dermatology essential 
Post now vacant Hospital may be visited by 
direct: appointment Application forms obtainabic 
from, and returnable to, Group Secretary, Hospital 
Management Committee, at Central Middlesex Hos- 
pital, Park Royal, N.W.10, by December 31 aes 

(3107) 


Park Royal, \.W.10 


EAR, NOSE, AND THROAT, ETC. 
UNITED OXFORD HOSPITALS 


Applications invited for post of non-resident 
REGISTRAR 

in Ear. Nose and Throat Department of the Rad- 
cliffe Infirmary, for one year in the first instance. 
but eligible for extension to a second year, with 
effect from February 1, 1958. Candidates should 

have passed the Primary examination for 
FRCS Applications, on forms obtainable from 
the Administrator, Radcliffe Infirmary, Oxford, 
should reach him not later than December 8 


WESTERN REGIONAL HOSPITAL BOARD 


the 
year in 


following 
the 


invited for 
be for one 


Applications 
appointment, 
first instance : 

SENIOR 
in Ear, Nose and Throat Surgery 
based at the Ear, Nose and Throat Hospital, 
Glasgow. Applications (12 copies), stating date 
of birth, qualifications, experience, present appoint- 
ment, and the names of three referees, to reach 
the Secretary, Western Regional Hospital Board, 


are 
which will 


BRITISH MEDICAL JOURNAL 


IMPORTANT NOTICE 
APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or, in the case of the 
Irish appointments, with the Medical 
Secretary of the Irish Medical Associa- 
tion, 10, Fitzwilliam Place, Dublin, or. 
in the case of appointments under the 
Queensland State Government Insurance 
Office, with the Honorary Secretary, 
Queensland Branch, B.M.A., 88, 
L’Estrange Terrace, Kelvin Grove, W.1, 
Brisbane, Queensland, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointments: 

CORPORATION OF GLASGOW, 


Medical Assistant Bacteriologist 

NATIONAL DOCK LABOUR BOARD 

Regional Medical Officer / Assistant Medical 
Officer 


REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY. 
Resident and Visiting Medical Staff 
QUEENSLAND STATE GOVERNMENT IN. 
SURANCE OFFICE. 


By Order of the Council, 
A. MACRAE, 


December 9, 1957. Secretary 


64, West Regent Street, Glasgow, C.2, by Decem- 
ber 28, 1957, 3123) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for ome year in the 
first instance 


REGISTRAR in Ear, Nose and Throat Surgery 


based at the Glasgow Royal Infirmary, with duties 
possibly at Law Hospital, Carluke Applications 
(12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names 
of three referees, to reach the Secretary, Western 
Regional Hospital Board, 64, West Regent Street, 
Glasgow, C.2, by December 28, 1957. (3124) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Royal Victoria Hospital, Westbourne 


Applications are invited for the immediate 


appointment of 
SENIOR HOUSE OFFICER (Resident) 


for E.N.T. duties. The appointment is recognized 
for the D.L.O. diploma and facilities are provided 
for studying Applications to the Hospital Secre- 
tary Royal Victoria Hospital. Shelley Road, 
Bournemouth (9599) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL, Carliste 


Applications are invited for the appointment, 
vacant as from February 1. 1958, of 
SENIOR HOUSE OFFICER 
in car, nose, and throat for a period of 12 months. 
Apply to the Group Secretary, Cumberland In- 
firmary, Carlisle (9950) 


NORTHAMPTON GENERAL HOSPITAL 
(500 beds) 


Vacancy February 1, 1958, for 
SENIOR HOUSE OFFICER 


Ear, Nose and Throat Department Recognized 
for F.R.CS. and for D.L.O Appointment to 
September 30, 1958, in first instance. Applications, 
as soon as possible, to S. G. Hill, eee 

) 
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READING AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
for E.N.T. Department, Roya! Berkshire Hospital. 
Reading (40 beds) Post recognized for D.L.O 
Applications, stating age, nationality, experience 
and qualifications, together with names of two 
referees, should be sent to Group Secretary, 3, 
Craven Road, Reading (9833) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER 

in the Ear, Nose and Throat Department, for a 

period of twelve months commencing January |! 

The post is recognized for the DL.O. and F. R.CS 

Applications, stating age, qualifications and experi 


ence, together with copies of recent testimonials, to 
the Group Secretary, No. 1 Hospital Management 
Committee, The Leicester Royal Infirmary, forth- 
with. (9224) 


THE ROYAL HOSPITAL, Wolverhampton 
(An associated hospital of the 
University Medical School) 


HOUSE OFFICER (Pre-registration) 
T. Department, recognized for the D.L.O. ana 


F.R.C.S. examinations. Vacant March Apply 
giving age and qualifications, with copies of two 
testimonials, to the Hospital Secretary, (Pr.3001) 


GERIATRICS 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


JUNIOR HOSPITAL MEDICAL OFFICER 
required immediately for established  gcriatric 
department under contro! of Consultant Geriatrician 


There are 360 geriatric beds at Queen's Park Hos- 
pital, Blackburn, Springficid Hospital, Blackburn. 
and Clitheroe Hospital, Clitheroe. Accommodation 


for married man may be available if required 


Applications, with names and addresses of two 
referees, to Group Secretary, H.M.C. Office, Royal 
Infirmary. Blackburn (9580) 

MANAGEMENT 


CHESTERFIELD HOSPITAL 
COMMITTEE 


Scarsdale Hospital, Chesterfield 
Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 

for Geriatric Unit and for duties at Penmore Hos 
pital Full Consultant services Excellent scope 
for doctor interested in this specialty. House avail- 
able on service tenancy Applications, giving full 
particulars, with names of three referees, to Group 
Secretary at Chesterfield Royal Hospital (3008) 


ST. DAVID'S HOSPITAL, Cardiff 


SENIOR HOUSE OFFICER 
required in Geriatric Unit (200 beds), commencing 
February 1, 1958 Forms of application from 
Group Secretary, Cardiff HMC. 44 Cathedral 
Road, Cardiff (9637) 


UNITED OXFORD HOSPITALS 


Acctientions | are invited for the post of 
NIOR HOUSE OFFICER 
at the Cowley Road Hospital, which is concerned 
with the treatment of acute and long-stay geriatric 


patients. This post will be vacant with effect from 
February 1, 1958, for six months in the first 
instance. Applications, with names of two referces, 
to the Administrator, Radcliffe Infirmary, Oxford, 
should be received not later than December 20, 
1957. (3009) 
MEDICINE 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SENIOR REGISTRAR IN CHEST DISEASES 
at Willesden Chest Clinic, Pound Lane, N.W.10 
Duties comprise work in clinic, on the district, and 
supervision of beds in Central Middlesex Hospital, 
and will include teaching. Essen’ | requirements : 
higher medica! qualifications and ,ood training in 
general medicine Applications from Senior 
Registrars in general medicine would be welcome. 
Appointment subject to annual review. Clinic may 
be visited by direct appoinument Application 
forms obtainable from, and returnable to, Group 
Secretary. Central Middiesex Group H.M.C., Acton 
Lane, N.W.10. by December 30, 1957 (9841) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 34 


; 
| 
| 
| 
| 
| 
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Medicine—contd. 
MANCHESTER REGIONAL HOSPITAL BOARD 


Preston and Chortey Hospital Management 
Committee 
Preston Royal Infirmary (400 beds) 


REGISTRAR IN GENERAL MEDICINE 
Post vacamt March 1, 1958. Application forms 
obtainable {rom the Group Secretary, Royal Infirm- 
ary, Preston, Lancs (9951) 


SOUTH CHESHIRE HOSPITAL MANAGE- 
MENT COMMITTEE 


Barony Hospital, Nantwich 


REGISTRAR (Medical) 
required. Vacant January Salary and conditions 
in accordance with Whit'ey Council scale Appli- 
cations, stating aec, qualifications, etc., with names 


of two referees, to be sem to the Group Secretary 
Barony Hospital, Nantwich, Cheshire, within 14 
days after publication (3147) 


THE UNITED BIRMINGHAM HOSPITALS 


Applications are invited for an appointment in 
the grade of 
MEDICAL REGISTRAR or 
SENIOR HOUSE OFFICER 


according to qualifications and experience The 
successful candidate will have clinical dutics in the 
Queen Blivabeth Hospital and will also have the 


duties and status of a part-time member of the 
university staff in the University Department of 
Experimental Pathology The post is preferably 
a residemt one, but, if non-resident, the appointce 
must be prepared to undertake resident duties as 
required Forms of application may be obtained 
from the Secretary, United Birmingham Hospitals 
Queen Elizabeth Hospital. Birmingham, 15, and 
should be returned by December 28, 1957. (3148) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following 
appointment, which will be for ome year in the 
first instance 

REGISTRAR IN MEDICINE 

based at the Glasgow Royal Infirmary, with duties 
at Belvidere LD. Hospital Applications (12 
copies), stating date of birth, qualifications, experi- 
ence, present appointment, and the names of three 
referees, to reach the Sceretary, Western Regional 
Board, 64, West Regent Strect, Glasgow 

2. by December 28, 1957 (3125) 

BUCKNALL HOSPITAL, Stoke-on-Trent 


(84 infections. 40 chest beds for children, 24 
paeumoconiosis, 124 chronic sick beds) 


Applications are invited for post of 

RESIDENT J.H.M.0. 
vacant February | Married accommodation avail- 
able The person appointed will be associated 
with all departments of the hospital and will be 
required to assist at the pneumoconiosis clinic 
Detailed applications, with copy testimonials, to 
Physician Superintendent at the hospital (9923) 


PRESTON HOSPITAL, North Shields (363 beds) 


RESIDENT MEDICAL OFFICER 
or S.H.O. gerade, according to experience 
Applications with oames of two referees to 
Secre‘ary (9924) 


ROOKWOOD HOsri AL, Llandaff. Cardiff 


JUNIOR HOSPITAL “MEDIC AL OFFICER 
required National Health Service terms and con- 
ditions Apply Medical Superintendent (3081) 


BURY AND ROSSENDALE HOSPITAL 
MAN AGEMENT COMMITTEE 


Rowenda'e ‘General Hospital 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Medical) 
Apply. stating full details. including age. experi 
ence, nationality, and names of two referees, to 
the Group Secretary at Bury General Hospital 
Bury, Lancs (9795) 


GRANTHAM AND KESTEVEN GENERAL 
HOSPITAL (118 beds) 


RESIDENT HOUSE PHYSICIAN 
(Senior House Officer or pre-registration intern) 
General medical and pacdiatric Post vacant 
February 1, 1958 Applications, with full details 
snd names of two referees, to Secretary, 101, Man 
thorpe Road. Grantham (9747) 


LOWESTOFT AND NORTH SUFFOLK 
HOSPITAL, Lowestoft (98 beds) 


HOUSE PHYSICIAN 
H.0. or S.HLO. status. Post vacant towards end of 
January ; recognized for pre-registration service and 
the hospital is regularly visited by Consultant Stafl 
om the Norfolk and Norwich Hospital The ap- 
po should be willing to give anaesthetics of a 
simole nature when required Membership of a 


Medical Defence Society is a condition of appoint 
ment. Applications, giving full details, with names 
of two referees, w Hospital Secretary. (9952) 


BRITISH MEDICAL JOURNAL 


MID-WILTS HOSPITAL MANAGEMENT 
COMMITTEE 


Devizes Hospital, Devizes, Wilts (60 beds) 


Applications are invited from registered medical 
practitioners, male or female, for the appornt- 
ment of 

SENIOR HOUSE OFFICER 

The appointment, which is a singlc-handed onc, 
will be vacant as from mid-December, 1957. The 
post offers valuable experience in medicine, surgery, 
and anaesthetics, and is particularily suitable for 
any practitioner intending | go into gencral 
practice Salary will be £819 10s. per annum, less 
£150 per annum for residential emoluments 
Alternatively, a furnished or unfurnished house may 
be available for a married man at a reasonabie 
rental! Apply, with full details. to the Secretary 

(9759) 


NEW CROSS HOSPITAL, Wolverhampton 
(634 beds) 


SENIOR HOUSE OFFICERS or HOUSE 
OFFICERS (Pre-registration) IN MEDICINE 
Acute medical beds Vacant January Applica- 
tions to Hospital Secretary (9925) 
PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


St. Mary's Hospital 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (M 


vacant now Duties will be mainly in the 
acute medical wards and out-patients, but 
there will be some duties in the geriatric assessment 
unit of 76 beds The appointment affords an 


opportunity of seeing large numbers of acute cases, 
and is an excellent one for those studying for a 
higher medical qualification Applications, stating 
age, expericnce and qualifications, together with the 
names of two referees, should be forwarded as 
soon as possible to E. H. Hurst, St. Mary's Hos- 
pital, Milton Road, Portsmouth (8958) 


ST. MARY'S HOSPITAL, Paddington, W.2 


HOUSE OFFICER 
to the Almroth Wright Wards required for a period 
of cight months with effect from February 1, 1958 
(first two months’ non-resident, remaining six 
months resident) Remuneration at Senior House 
Officer rates Applications, stating nationality, date 
of birth permanent address, qualifications with 
dates, details and National Health Service gradings 
of previous and present appointments, together with 
the names and addresses of three referees, should 
reach Alan Powditch. House Governor, not later 
than December 28, 1957 (9857) 


SOUTH CHESHIRE HOSPITAL MANAGE- 
MENT COMMITTEE 


Barony Hospital, Nantwich 


H.0. (Medical) 
required. Vacamt February. Salary and conditions 
in accordance with Whitley Council scale Appli- 
cations, stating agc, qualifications, etc with names 
of two referees, to be sent to the Group Secretary 
Barony Hospital, Nantwich, Cheshire, within 14 


days after publication (3149) 
STRATFORD-ON-AVON GENERAL HOSPITAL 
(163 beds) 


SENIOR HOUSE OFFICER 

(Resident Medical Officer) 
required Post vacant January, 1958 Duties on 
medical wards under supervision of Consultant staff 
Appointment gives good expericnce in gencral 
medicine and is suitable for one working for a 
higher qualification Two other resident staff 
Applications, giving qualifications and experience 
together with copics of two testimonials, to Hos- 
pital Secretary (9582) 


WESTMORLAND COUNTY HOSPITAL 
Kendal (82 beds) 


RESIDENT SENIOR HOUSE OFFICER (Medical) 
Duties include the care of acute cases under the 
supervision of two Consultant Physicians, and 
attendance at consultative clinics Post vacant 
now, and tenable for one year. Applications, with 
full particulars and names of two referees, to be 
addressed to Group Secretary, Royal Lancaster 
Infirmary, Lancaster (3114) 


WESTWOOD HOSPITAL, Beveriey, Yorkshire 
(229 beds) 


HOUSE PHYSICIAN 
(House Officer or Senior House Officer grading. 
according to experience). Apply Group Secretary 
(9583) 


WORCESTER ROYAL INFIRMARY (213 beds) 


Applications are invited for the pos 
SENIOR HOUSE IN PEDICINE 
(R.M 

vacant carly January The post is of ome year's 
duration, and besides acute medicine the post covers 
some work in infectious discases and geriatrics 
Applications, with copies of three recent testi- 
monials, to be sent to the Secretary (9769) 


Dec. 14, 1957 
WORDSLEY HOSPITAL, sear Stourbridge 
(478 beds) 


SENIOR HOUSE OFFICER (Medical) 
Apply Group Secretary, Guest Hospital, Dudiey. 
Worcs (3122) 


MANAGEMENT COMMITTE 


Bolton and District General Hospital (607 beds) 


RESIDENT SENIOR HOU SE OFFICERS IN 
MEDICINE (Two) 

One vacant immediately and one in New Year 
Both tenable for 12 months. 
RESIDENT HOUSE PHYSICIANS (Three) 
One vacant immediately, one January 23 and one 
February 14 Tenable for six months and recog 
nized under pre-registration service scheme 
Applications, with the names of two referees. 
to Group Secretary, the Royal Infirmary, Bolton 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL, Cartiste 


Applications are invited for the following ap 
pointments, which are vacant as from February | 
1958 

SENIOR HOUSE OFFICERS 
Period !2 months. 1 gencral medicine 
HOUSE OFFICERS 
Recognized for pre-registration purposes = Period 
six months. | general medicine 

Apply t the Group Scecretary, Cumberland 

firmary, Carlisle (9953) 


DUNSTON HILL HOSPST AL. Gateshead, 11 


HOUSE “PRY: SICTIAN 
Open to registered and pre-registration candidates 
Vacamt January 7 1958 Apply ™ Medical 
Superintendent C3180) 


ESSEX COUNTY HOSPITAL, Colchester 
(185 beds) 


Applications invited tor post of 
HOUSE PHYSICIAN 
First, second. third or pre-registration post, tenabie 
for six months Applications, with copies of three 
testimonials to Group Secretary Colchester 
H.M.C., 14, Pope's Lane, Colchester, Essex. (3061) 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE PHYSICIANS (Three) 
Open to registered and pre-registration candidates 
Vacamt January 7, 1958. Apply to the Medical 
Superintendent, Queen Elizabeth Hospital, Gates- 
head, 9 (3181) 


MAIDSTONE, WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Kent Hospital Vt Committee 


Applications are invited for the pre-registration 
post of 


HOUSE PHYSICIAN 
Six months appointment Post vacam mid- 
January, 1958. Salary at the rate of £467 10s. to 
£577 10s. per annum. A deduction at the rate of 
£125 a year is made for board and lodging and 
other services provided Applications should be 
forwarded as soon as possible to the Administra- 
tive Officer at the Hospital. (9408) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley atte Hospital, Shotley Bridge. 
Durham (533 beds) 


Applications are invited for the following resi 
dem posts, which are recognized for pre-registration 
purposes 

TWO HOUSE PHYSICIANS 
Salary £467 10s. to £577 10s. per annum, according 
to experience Deduction of £125 per annum for 
board, lodging. etc Six months’ appointment 
Appitcations, stating age, qualifications, experience, 
and enclosing copies of two recent testimonials, to 
the Group Secretary (4042) 


ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10 
(367 beds) 


HOUSE PHYSICIAN 
vacant carly January Six months” appointment 
National salary and conditions. Applications and 
testimoniais to Secretary, G. and D./H.MC... at 
above hospital (9827) 


ST. MARY ABBOTS HOSPITAL, Marloes Road, 
Kensington, W.8 


HOUSE PHYSICIAN 
Two vacancies. Provisionally registered candidates 
eligible. Appointments commence on February 1. 
1958, are resident, and limited to six months. 
Applications, by December 27. 1957, on forms 
obtainable from Hospital Secretary, (3078) 
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Dec. 14, 1957 


Medicine—contd. 


ST. STEPHEN'S HOSPITAL 
Fulham Road, Chelsea, §.W.10 


HOUSE PHYSICIAN (General Medicine) 
Resident Post- or pre-registration. Vacancy 
January 15, 1958 Applications, naming two 
referees, to Medica! Superintendent within 14 days 


SHREWSBURY HOSPITAL GROUP 
Royal Salop Infirmary /Copthorne Hospital 
500 beds) 


HOUSE PHYSICIAN 
Pre-registration candidates cligible. Vacant Janu- 
ary 31, 1958. Applications. with copy testimonials, 
to Group Secretary, Royal Salop Infirmary, 
Shrewsbury (9927) 


SOUTH-WEST DURHAM HOSPITAL MANAGE. 
MENT COMMITTEE 


The General Hospital, Bishop Auckland, 
Co. Durham (350 beds) 


HOUSE PHYSICIAN 
required Fully registered practitioner of pre- 
registration student. Apply, naming two referces, 
to K. G. T. Luxford, Group Secretary, at the 
above address. (3048) 


WESTON-SUPER-MARE GENERAL HOSPITAL 
(107 beds) 


Applications are invited from registered medical 
practitioners for the pre-registration appointment 


(resident) of 

HOUSE PHYSICIAN 
Vacam February 1, 1958 Applications, stating 
age, qualification, together with names and addresses 
of two referees, shoukd be addressed to the Secre- 
lary Weston-super-Mare Hospital Management 
Committee (9760) 


BRITISH MEDICAL JOURNAL 


EPSOM seers HOSPITAL, Dorking Road, 
Epsom, Surrey 


RESIDENT HOUSE PHYSICIAN 
required February 1. Pre-registration post. Appli- 
cations, stating age, qualifications and experience, 
with copies of two recent testimonials, should be 
sent as soon as possible to Group Secretary at 
above address. (Pr.9929) 


GRIMSBY HOSPITAL MANAGEMENT 
COMMITTEE 


2 HOUSE PHYSICIANS 
(Pre-registration) required at end of January, 1958, 
one for Scartho Road Hospital and one for Grimsby 
Gencra!l Hospita!. Units of 35 and 46 beds respec- 
tively. Medical Library and reading facilities avail- 
abic Applications for cither post. with names of 
two referees, to the Secretary, Grimsby General 
Hospital, Grimsby, Lincs. (Pr.9955) 


GULSON HOSPITAL. Coventry 


HOUSE “PHY SICIAN 
Vacant December 14. Resident. Applications to 
Group Secretary, Coventry and Warwickshire Hos- 
pital, Coventry Recognized pre-registration. 
(Pr.9930) 


HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 
HOUSE PHYSICIAN 
required. Preference given to applicants secking 
pre-registration post under Medical Act, 1950 
Applications, with copies of three testimonials, and 
name and addresa of one referee, to Hospital Sec- 
retary, (Pr.3101) 


ISLE OF WIGHT GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal LW. County Hospital, Ryde 


HOUSE PHYSICIAN 
J (pre-registration post). Vacant February | 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


TWO HOUSE PHYSICIANS 
required at Ashton-under-Lyne General Hospital 
Vacant February, 1958. Preference given to pre 
registration candidates. Applications (with copies 
of two testimonials) to Group Secretary, General 
Hospital, Ashton-under-Lyne, Lancs. (Pr.9954) 


BATH HOSPITAL MANAGEMENT COMMITTEE 


HOUSE PHYSICIAN 
required at the Royal United Hospital on February 
1, 1958. Post recognized for pre-registration pur- 
poses Applications, stating age, qualifications and 
experience, with three testimonials, to Group Sec- 
retary, Manor Hospital, Bath, by December 31, 
1957. (Pr.3011) 


BROMSGROVE GENERAL HOSPITAL 
Worcestershire (423 beds) 


Applications are invited for the pre-rcgiswatuon 


post of 
HOUSE PHYSICIAN 
at the above hospital. Applications, with the 
names of three referees, to the Hospital Secretary 
‘Pr.9928) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 


HOUSE PHYSICIAN 
required. Pre-registration post, vacant mid-January 
Detailed applications, with copy testimonials. to 
Secretary at the hospital (Pr.9676) 


COVENTRY AND WARWICKSHIRE HOSPITAL 
Coventry 


HOUSE OFFICER IN GENERAL MEDICINE 
Vacamt January 7. Recognized pre-registration 
Applications to Hospital Secretary (Pr.9926) 


DARLINGTON DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Darlington Memorial Hospital and Hundeas Unit 


Applications are invited for the post of 
HOUSE PHYSICIAN 
U.H.0., resident) Approved pre-registration 
appointment. Vacant January 7, 1958. Apply to 
the undersigned at once.--G. W. Beckwith, Group 
Secretary, (Pr.3035) 


DUDLEY ROAD aa om” Birmingham, 18 


beds) 


THREE HOUSE PHYSICIANS 
(General Medicine) 
Recognized for pre-registration. Vacant Janu- 
ary 13, February | and 20, 1958. Each appoint- 
ment is responsible for approximately 80 male and 
female adult medical beds in a unit of general 
medicine under control of two Consultant 
Physicians. Applications, marked House Physician. 
enclosing copies of three recent testimonials, to the 
Group Secretary. (Pr. 9730) 


1958. Applications, with names of two referees, to 
Hospital Secretary not later than December 28, 
1957. (Pr.9956) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE PHYSICIANS 
Recognized pre-registration posts will be avail- 
able for the six months commencing February | 
1958. in the following hospitals approved under 
the Medical Act, 1950 
Western General Hospital, Hull (543 beds) 
I vacancy, 
Westwood Hospital, Bevericy (202 beds) 
vacancy. 
East Riding General Hospital, Driffield (249 beds) 


vacancy 
*Gencral Hospital 


Wakefield (158 beds) 
2 vacancies, 
Pinderficids General Hospital, Wakefield (663 beds) 
vacancy. 

Dewsbury (119 beds) 
vacancy, 

Staincliffe General Hospital, Dewsbury (314 beds) 
—2 vacancies. 
Huddersficld Royal Infirmary (285 beds) 
vacancy. 

Roval Halifax Infirmary (301 beds}—1! vacancy. 
*Halifax General Hospital (425 beds}—1 vacancy 
St. Luke's Hospital, Bradford (828 beds) 

4 vacancies. 
St James's Hospital Leeds (1,539 beds) 
ll vacancies 
*Seacroft Hospital, Leeds (417 beds)—I vacancy 
Harrogate Generali Hospital (253 beds) 
2 vacancies 
*Two posts (1 only at Halifax) recognized 
for D.C.H. 

Application forms can be obtained from the 
Secretary to the Board, Park Parade, Harrogate, 
or from the Dean, School of Medicine. Thoresby 
Place, Leeds, 2. and should be returned to cither 
of the above-named as soon as possible. Applica- 
tions may be made in advance of results of final 
examination Candidates wishing to apply for 
posts at more than one hospital should complete 
a separate form in respect of cach hospital 
(Pr.3012) 


MILDMAY MISSION HOSPITAL 
Austia Street, Loadoa, E.2 


Gencral Hospital 


Applications are invited for the pre-registration 


Post ot 
RESIDENT HOUSE PHY _ /CASUALTY 
OFFICE 


vacam on January 13, 1958. "Candidates should be 
in sympathy with the evangelical Christian aims of 
the hospital. Applications and references to be 
addressed to the Medical Superintendent as soon 
as possible (Pr. 3076) 
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NEWPORT (MON) HOSPITAL GPOUP 


PRE-REGISTRATION HOUSE PHYSICIANS 
posts are vacant on February 1 or a little cariler 

Roya! Gwent Hospital, Newport (264 beds). Two 
posts. One includes some pacdiatrics 

St. Woolos Hospital, Newport (379 beds), Two 
posts. One includes some acriatrics and the other 
some T.B. work, 

Poatypool and District Hospital, Pontypool, Mon 
(126 beds). Includes pacdiatrics. 

Write, quoting two referees and post preferred, 
to T. A. Jones, Group Secretary, 64, Cardiff Road. 
Newport, Mon (Pr. 3013) 


eeu GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


1. Queen Alexandra Hospital (78 medical beds) 
(a) HOUSE PHYSICIAN 
(Pre-registration). Vacant January 1, 1958. 
(b) HOUSE OFFICER 
(Pre-registration) Vacant February 1, 1958 
2. Saint Mary's Hospital (74 medical beds) 
HOUSE OFFICER 
(Pre-registration) Vacant January 31, 1958 
Vacant February 12, 1958. 
3. Royal Portsmouth Hospital (61 medical beds) 
HOUSE OFFICER 


(Pre-registration) Vacam January 19, 1958 
Vacamt February 10. 1958, 
Applications, stating age, experience and quaiifi- 
cations, together with the names of two referces, 
should be forwarded as soon as possible to EB. H. 
Hurst, St. Mary's Hospital, Milton Road. Ports- 
mouth (Pr.8616) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE PHYSICIANS 
required. Preston Royal Infirmary, vacant March 
1, 1958. Sharoe Green Hospital, vacant January 22, 
1958, Both pre-registration posts Applications, 
with names of two referees, to the Group Secretary, 
Roya! Infirmary, Preston, Lancs, (Pr.9957) 


ROYAL INFIRMARY, Durham Road, Sunderland 
(300 beds) 


HOUSE PHYSICIANS 
The posts, vacant December 23 and 28, are recog- 
nized for pre-registration experience. Apply to 
Hospital Secretary, giving names and addresses of 
two referees. (Pr. 3055) 


ST. PAUL'S HOSPITAL, Hemel Hempstead, Herts 
HOUSE PHYSICIAN 
(pre-registration) required, commencing date Janu- 
ary 15. Applications to the Hospital Secretary, 
together with two copies of testimonials. (Pr.9687) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 
Salisbury General Hospital 
Applications are invited for the appointmem of 
RESIDENT HOUSE SURGEON /HOUSE 
PHYSICIAN 

to run consecutively in this order from January 1, 
1958, for a period of six months in cach post. 
The post is open to pretegisuation candidates, 
Apply, naming two referees, to Group Secretary, 
Odstock Hospital, Salisbury, 


SOUTH MANCHESTER H.M.C. 
Withington Hospital, Manchester, 20 


Applications are invited for the following pre 
registration appoinuments, each for a period of six 
months, falling vacant in January/February, 1958 : 

FIVE HOUSE PHYSICIANS 
Applications, stating age, qualifications, appoint- 
ment(s) held, and the names of two referees, 
should be sent to the Administrative Officer at the 
hospital without delay (Pr 3110) 


SOUTHPORT GENERAL INFIRMARY (189 beds) 
(Recognized for pre-registration) 


HOUSE PHYSICIAN (General Medicine) 
Post vacant carly January. Apply, with two copy 
testimonials. to Group Secretary, Southport and 
District H.M.C., Promenade Hospital, Southport 

(Pr.9715) 


SOU THPORT GENERAL INFIRMARY (189 beds) 
(Recognized for pre-registration) 


HOUSE PHYSICIAN 
(General Medicine and Ophthalmology) 
Post vacant early January. Apply, with two copy 
testimonials, to Group Secretary, Southport and 
District H.M.C., Promenade Hospital, Southport 
(Pr 9716) 


NORTH STAFFORDSHIRE ROYAL INFIRMARY 


HOUSE PHYSICIAN 
required, pre-registration post vacant early January. 
Detailed applications, with copy testimonials, to 
Group Secretary, H.M.C., Princes Road, Stoke-on- 
Trent, (Pr.9201) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 34 
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Medicine—contd. 
STAINCLIFFE GENERAL HOSPITAL, Dewsbery 
(304 beds) 


HOUSE OFFICER 
(General Medicine and Dermatology) 
Applications are invited for the above pre-regis- 
tration appofntment, which falls vacant on Febru- 
ary 1, 1958 Applications, with full details, to 
the Administrative Officer at the hospital. (Pr.9979) 


STAINCLIFFE GENERAL HOSPITAL, Dewsbery 
(204 beds) 


HOUSt OFFICER 
(General Medicine and Paediatrics) 

Applications arc invited for the above pre- 
registration appointment, which falls vacant on 
February 1. 1958. This appointment is recognized 
for th D.CH Applications, with full details, 

to the Administrative Officer at the hospital 
(Pr.9978) 


SWINDON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Swiedoa Hospitals 


Applications invited for post of 
RESIDENT HOUSE PHYSICIAN 
in aqite medical unit of 64 beds at St. Margarct’s 
Hospital, Recognized for training under pre-regis- 
tration internship regulations and vacant on Decem- 
ber 17, 1957. Full details. with names of three 
referees, to Secretary, 7, Okus Road, Swindon, im 
mediately (Pr.9267) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


Stockton and Thornaby Hospital, Stockton-oa-Tees 
(130 beds) 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 
at the above-named hospital The appointment. 
which is vacant in January, 1958, is recognized for 
pre-registration service under the Medica! Act. 1950 
Applications, stating full details and giving two 
mames for reference, should be addressed to the 
Hospital Secretary (Pr.9605) 


THE GUEST HOSPITAL, Dudley (154 beds) 


HOUSE OFFICER (Medical) 
Pre-registration Post vacant January 1, 1958 
Apply Group Secretary, Guest Hospital, a: 
Wores 8769) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the following 
appointments 
Manor Hospital (340 beds) 
HOUSE PHYSICIAN 
General Hospital (181 beds) 
HOUSE PHYSICIAN 
Recognized pre-registration. Applications to Group 
Secretary. Walsall General (Sister Dora) Hospital 
with names of two referces (Pr.9684) 


WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE 


Applications are invited for the following 
appointments. Pre-registration 
Wet 


Bromwich and —— General Hospital 


a 
ONE HOUSE PHYSICIAN 
Hallam Hospital (430 beds) 
TWO HOUSE PHYSICIANS 
These posts will be vacant January 8. 1958. Appli- 
cations, with three receny testimonials, to Group 
Secretary, West Bromwich and District aos 


Edward Street, West Bromwich. 2) 


WORDSLEY HOSPITAL, near Stourbridge 
(478 beds) 


HOUSE OFFICER (Medical) 


pre-registration Post vacant January 27, 1958 
Apply Group Secretary, Guest Hospital, Dudley. 
Worcs (Pr.9374) 


OBSTETRICS AND GYNAECOLOGY 
MANCHESTER REGIONAL HOSPITAL BOARD 


Additional part-time (8 ohd. weekly) 
CONSULTANT OBSTETRICIAN AND 
GYNAECOLOGIST 
to the Bolton Hospital Centre, comprising Bolton 
Royal Infirmary, Bolton District General Hospital, 
and associated maternity homes. Wide experience 
and higher qualifications essential! appointee to 
live in arca Application forms from the Senior 
Administrative Medical Officer to the Board, Chect- 
wood Road, Manchester, 8, to be returned by 
December 24, 1957. (3099) 
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MANCHESTER REGIONAL HOSPITAL BOARD 
Blackbers aed District Hospital Management 
Committee 


RESIDENT REGISTRAR 

(Obstetrics /G) naecology) 
required February 1, 1958 Post recognized for 
Membership and D.Obst.R.C.O.G (combined 
obstetrics and gynaccology) Based on Quecn’'s 
Park Hospital, Blackburn, a large busy hospital 
with 58 obstetric and 29 gynaccology beds. Duties 
also at Royal Infirmary, Blackburn, and Victoria 
Hospital, Accrington Accommodation may be 
available for a married man. Application forms 
available from, and returnable to, the Group Sec- 
retary, H.M.C. Office, Royal Infirmary, Blackburn 
(9984) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


GYNAECOLOGICAL REGISTRAR 
resident, required at Staines Hospital! Unit has 
32 beds. Application forms obtainable from, and 
returnable to, the Secretary, Staines Group Hos- 
pital Management Committee, Ashford Hospital, 
London Road, Ashford, Middlesex, by December 


31, 1957 Hospital may be visited by direct 
appointment with the Medica! Director of Ashford 
Hospital (3087) 


CITY OF WESTMINSTER HEALTH SOCIETY 
require woman doctor for antenatal clinic One 
session weckly. Monday, 10.30 to 12.30. Obstetric 
qualifications essential. Usual rate of pay Please 
apply to 121, Marsham Street, S.W.1 (3040) 


ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER 
(Obstetrics /Gynaecology) 
required at Ashton-under-Lyne General Hospital 
Bed compiement 75 obstetric and 26 gynaecology 
Recognized for MRCOG. Vacant February 
1958. Applications (with copies of two testi- 
monials) to Group Secretary, General Hospital, 
Ashton-uoder-Lyne, Lancs. (9931) 


BOARD OF MANAGEMENT FOR GLASGOW 
NORTHERN HOSPITALS 


Applications are invited for a post of 
SENIOR HOUSE OFFICER IN 
OBSTETRICS AND GYNAECOLOGY 
at Stobhill General Hospital. Glasgow, which 
becomes vacant as from February 1, 1958. The 
appointment will be for one year in the first 
instance. Applications, stating age, qualifications, 
experience, and present appointment, and naming 
two referees. 10 be lodged with the Secretary, 13, 
Woodside Place, Glasgow, C.3, by December 26, 
1957. (3115) 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Western Hospital, Doncast 
Recognized under the Regulations fer ¢ the D.Obst. 
R.C.0.G. and M.R.C.0.G. (obstetrical 
aud approved for pre-registration service 
the Medical Act, 1950 


Applications are invited for the post of 
OBSTETRICAL HOUSE OFFICER 
(Senior House Officer or pre-registration post). 
Vacant late January. Appiications should be 
forwarded to the Group Secretary at Doncasicr 


Royal Infirmary by December 24. (9932) 
GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Mount Pleasant Hospital (236 beds), Swansea 


Applications are invited for the resident post of 
SENIOR HOUSE OFFICER IN OBSTETRICS 
for the maternity unit of 40 beds at the above 
hospital. The post, which will become vacant on 
February 12, 1958, is for a period of 12 months, 
and is recognized for the D.R.C.O.G. examination 
Applications, stating age. qualifications and experi- 
ence, together with copies of two recent testi- 
monials, should be sent to the Hospita! Secretary 
not later than December 31, 1957.—T. E. Jones, 
Group Secretary (9647) 


HASTINGS AND ST. LEONARDS-ON-SEA, 
BUCHANAN HOSPITAL ¢ (91 beds) 
rice, G al and Pr 


(Oh 


Unit) 
SENIOR HOUSE OFFICER 
required for Obstetric and Premature Baby Unit 
Appointment, recognized for D.R.C.O.G., is vacant 
January 17, 1958. Apply. giving names and ad- 
dresses of three referees, to Hospital Administrator. 
(9958) 


Dec. 14, 1957 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil’s Hospital, Merthyr Tydfil (375 beds) 


Applications invited for the following post : 
RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 

Resident staff of five N.H.S. terms and con 
ditions of service Apply, with full particulars 
and copies of two recent testimonials, to Group 
Secretary. St. Tydfil’s Hospital, Merthyr Tydfil. 
immediately. (9212) 


ROYAL INFIRMARY. D 
(300 beds) 


HOUSE OFFICER or SENIOR HOUSE OFFICER 
(maic) according to experience, required for duties 
in gynaecology and urological units. Post vacant 
December 24. Provisionally registered practitioners 
may apply Apply to Hospital Secretary, giving 
the names and addresses of two referees (3052) 


RYHOPE GENERAL HOSPITAL (282 beds) 


SENIOR HOUSE OFFICER 
(male or femaic) in gynaecology and surgery 
required. There are 26 beds gynaccology and 8? 
beds surgery (part of the surgical team) Post 
vacant December 28 1957 Apply, naming two 
referees. to the Hospital Secretary, Ryhope Genera! 
Hospital, Ryhope, Co. Durham (3054) 


BEDFORD GENERAL HOSPITAL (436 beds) 


Applications are invited for the following posts 
RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 
required carly February Hospital may be visited 

by direct appointment 

RESIDENT HOUSE SURGEON 
(Obstetrics and Gynaecology) 
required mid-January for D.Obst 

The maternity unit comprises 75 obstetric and 26 
gynaccological beds. and the hospital has a busy 
out-patients’ department Detailed applications 
with copies of two recent testimonials, to Group 
Secretary, Bedford Group H.M.C.. 3. Kimbolton 
Road, Bedford, by December 18, (9565S) 


BROADGREEN HOSPITAL, Liverpool, 14 


Applications are invited for the appointment of 
TWO HOUSE SURGEONS 
(Obstetrics and Gynaecology) 

vacant from March 1. 1958, and tenable for six 
months. Whole-time, resident Recognized for 
pre-registration. but preference given to registered 
practitioners. Salary £467 10s.. £522 10s., £577 10s 
per annum, according to experience, less £125 per 
annum for residence. Recognized by R.C.OG 
Applications, on forms obtainable from the under- 
signed, to be returned. completed. as soon as 
possible.—H. Blythe, Group Secretary (3084) 


BROMSGROVE GENERAL HOSPITAL 
Worcestershire (423 beds) 
HOUSE OFFICER IN OBSTETRICS AND 
GYNAECOLOGY 
required. 38 maternity, 18 gynaecological beds. 
Post vacant January, 1958 Recognized for 
».R.C.0.G. and MRC.O.G. Applications, with 
the names of three referees, to the Hospital Secre- 
tary. (9934) 


COLCHESTER GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Essex om Hospital, Colchester 
(19 gynaecological beds) 
Colchester Materuity Hospital (22 obstetric beds) 


HOUSE OFFICER (Male or Female) 
(Obstetric and Gynaecological) 
First, second third or pre-registration post, tenable 
for six months. Applications, with copies of three 
testimonials, to Group Secrer-y, 14, Pope's 
Lane, Colchester, Essex. (3062) 


DRYBURN HOSPITAL, Durham (303 beds) 


HOUSE OFFICER (Gynaecology) 
Post vacant February 1, 1958 The person 
appointed may be considered for a further appoint- 
ment of six months’ duration in midwifery at the 
end of the first appointment. Apply, with names 
and addresses of two referees, to Group Secretary. 
Dryburn Hospital, Durham. (3069) 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Obstetrics and Gynaecology 

HOUSE SURGEONS (Two) 
One post recognized for D.Obst.R.C.0.G. Open 
to registered and pre-registration candidates 


Vacant January 7. 1958. Apply. with two 
references, to the Medical Superintendent, Queen 
Elizabeth Hospital, Gateshead, 9. G1s2) 


: 


Dec. 14, 1957 


Obstetrics and 
LUTON MATERNITY HOSPITAL, Laton, Beds 


RESIDENT OBSTETRIC HOUSE SURGEON 
required January 1, 1958. Recognized for D. and 
M.R.C.0.G., and tenable for six months in the 
firs, instance. Applications to the Secretary, Luton 
and Hitchin Group H.M.C., St. Mary's Hospital. 
Luton, Beds, by December 23, 1957 (9584) 


MILL ROAD MATERNITY HOSPITAL 
Liverpool 


Applications are invited for the appointment of 
THREE HOUSE SURGEONS 
(Obstetrics and Gynaecology) 
vacant from March 1, 1958. and tenable for six 
months Whole-time, resident Recognized for 
pre-registration, but preference given to registered 
practitioners. Salary £467 10s., £522 10s.. £577 10s. 
per annum, according to experience, less £125 per 
annum for residence. Recognized by R.C.0.G. 
Applications, on forms obtainable from the under- 
signed, to be returned, completed, as soon as 
possible.-H. Blythe, Group Secretary, Broadgreen 
Hospital, Liverpool, 14. (3085) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Brides General Hospital. Shotley Bridge, 


Consett, &. 


RESIDENT HOUSE OFFICER 
required for six months for duties in obstetrical 
(30 beds) and gynaccological (43 beds) departments 
Residemt at Richard Murray Maternity Hospita! 
Recognized for D.Obst.R.C.0.G Second pre- 
registration ofr post-registration appointment. 
Apply to the Group Secretary, stating age and 
experience, and enclosing copies of three recent 
testimonials (3043) 


ST. MARY ABBOTS HOSPITAL, Marloes Road, 
Kensington, W.8 
HOUSE SURGEON (Obstetrics and Gy logy) 
Post recognized for D.R.C.O.G. in obstetrics 
Appointment commences on February 1, 1958, is 
resident, and limited to six months. Applications, 
by December 27, 1957, on forms obtainable from 
Hospital Secretary. (3079) 


WARNEFORD GENERAL HOSPITAL 
Leamington Spa (197 beds) 


su RGEON 
for Obstetric and Gy 
Applications from fully segistered "practitioners 

and pre-registration applicants. Post vacant early 
January. Recognized for D.R.C.O.G. Apply 
Hospital Secretary, together with copy testimonials. 

(3015) 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Zachary Merton Maternity Hospital, Rustington, 
Sussex (54 beds) 
Applications are invited for a 
RESIDENT HOUSE OFFICER 
(preferably female). Salary £467 10s. to £577 10s. 
Per annum according to experience, less £125 per 
annum for emoluments. Applications to be sub- 
mitted to the undersigned immediately —A. V. 
Oakton, Group Secretary, Worthing Group Hospi- 
tal Management Committee, 129, Brighton Road, 
Worthing, Sussex. (9959) 


NEWPORT (MON) HOSPITAL GROUP 


Vacancies arise on February 1 for these appoint- 
ments : 

Royal Gwent Hospital, Newport, Mon (264 beds) 
GYNAECOLOGICAL HOUSE SURGEON 
Recognized pre-registration service. Covers 20 beds. 
St. Wooles Hospital, Newport (379 beds) 
HOUSE SURGEON (Obstetrics and Gynaecology) 
Covers 44 obstetrical and 22 gynaccological beds. 
Third post. Lady doctor preferred, but men also 
considered. Rh centre 
Write. quoting two referees and post applicd 
for, to T. A. Jones, Group Secretary, 64, Cardiff 
Road, Newport, Mon (3016) 
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ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE OFFICER (Midwifery) 
required Post recognized for D.Obst.R C.OG., 
vacamt February, 1958. Preference given to pre- 
registration candidates. Applications, with copies 
of two testimonials, to Group Secretary, General 
Hospital, Ashton-under-Lyne, Lancs (Pr.9933) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal Infirmary 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
(Gynaecological) 
vacamt February 5, 1958. The post is recognized 
for pre-registration service. Applications, together 
with the names and addresses of two referees, 

should be forwarded to the Hospita| Secretary 
(Pr.9835) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL, _Cartiste 


Applications are invited "for appointments 
(vacant as trom February 1, 1958) of 
2 HOUSE OFFICERS 

in obstetrics and gynaccology (1 recognized for 

D.R.C.O.G. exam.). Posts recognized for pre-regis- 

tration purposes and are for a period of six months 

Apply to the Group Secretary, Cumberland In- 

firmary, Carlisic. (Pr.9960) 


DARLINGTON DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Greenbank Maternity Hospital (61 beds) 


Applications are invited for the post of 
OBSTETRICAL HOUSE OFFICER 
resident. Approved pre-registration appointment 
Hospital! recognized for D.R.C.O.G. Apply to 
Group Secretary, Darlington Memorial Hospital, 

at once. W. Beckwith, Group Secretary 
(Pr.3044) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 


HOUSE SURGEON 
(male or femalc) (pre-registration post), gynac- 
cology and gencral surgery. Vacamt February 10, 
1958 Apply, giving age, qualifications, experience, 
and copies of two recent testimonials, to Hospital 
Secretary (Pr.3102) 


LEEDS REGIONAL HOSPITAL BOARD 
Recognized pre-registration House Officer posts 
will be available for the six months commencing 
February 1, 1958, in the following hospitals 
approved under the Medical Act, 1950: 
Pind General Hospital, Wakefield (663 beds) 
HOUSE OFFICER (Gynaecology) 
Princess Royal Home, H 


7 beds) 
HOUSE oFFic ER (Obstetrics) 

St. James’s Hospital, Leeds (1,539 beds) 
HOUSE OFFICER (Obstetrics) 
HOUSE OFFICER (Gynaecology) 
(Recognized for F.R.C.S.) 

St. Mary's Hospital, Leeds (216 beds) 
HOUSE OFFICER (Obstetrics, two vacancies) 
Application forms can be obtained from the 

Secretary to the Board. Park Parade Harrogate, 
or from the Dean, School of Medicine, Thoresby 
Place, Leeds, 2, and should be returned to cither 
of the above-named as soon as possible. Appli- 
cations may be made in advance of results of final 
examination. Candidates wishing to apply for 
posts at more than one hospital should complete 
a separate form in respect of cach bospital 

(Pr.3017) 


41 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Preston Royal Infirmary (400 beds) 


PRE-REGISTRATION HOUSE OFFICER 
required in obstetrics and gynaccology. Vacant 
mid-February, 1958. Recognized for D.R.C.0.G 
Applications, with names of two referees, to Group 
Secretary, Royal Infirmary, Preston. (Pr.9961) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Sharoe Green Hospital (375 beds) 


PRE-REGISTRATION HOUSE OFFICER 
required in Obstetrics and Gynaecology Vacant 
mid-January, 1958 Recognized for DR.COG 
Applications, with names of two referees, to Group 
Secretary, Royal Infirmary, Preston (Pr.9608) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Salisbury Generat Hospital 


Applications are invited for the appointment of 
RESIDENT OBSTETRIC AND 
GYNAECOLOGICAL HOUSE SURGEON 
(recognized by R.C.0.G.) /HOUSE SURGEON 
for a period of six months in cach post, commenc- 
ing with House Surgeon post. The posts are open 
to pre-registration candidates. Apply immediately. 
giving names and addresses of two referees, to 

Group Secretary, Odstock Hospital, Salisbury. 
= (Pr.9677) 


LUTON AND DUNSTABLE HOSPITAL 
Luton, 


OBSTETRIC AND GYNAECOLOGICAL HOUSE 
SURGEON 


Post vacant January 1, 1958. Recognized as pre- 
registration midwifery post, and tenable for six 
months, Applications to the Secretary of the hos- 
pital by December 23, 1957 (Pr.9585) 


SHREWSBURY HOSPITAL GROUP 
Cross Hospital 


OBSTETRIC HOUSE SURGEON 
Pre-registration post. Vacant mid-January. Appl 
cations, with copy testimonials, to Group Secretary, 
Royal Salop Infirmary, Shrewsbury (Pr 9648) 


WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE 


Applications are invited for the following 
appointments. Pre- 
Hallam Hospital (430 beds) 
Two HOUSE OFFICERS, “OBSTETRICS AND 
GYNAECOLOGY 
These posts will be vacant January 8, 1958. Appli- 
cations, with three recent testimonials, to Group 
Secretary, West Bromwich and District H.M.C., 
Edward Street. West Bromwich. (Pr.9773) 


OPHTHALMOLOGY 
UNITED MANCHESTER HOSPITALS 
Manchester Royal Eye Hospital, Manchester, 13 


SENIOR HOSPITAL MEDICAL OFFICER IN 
OPHTHALMOLOGY 

Full-time, or maximum part-time, non-resident 

post Previous experience in specialty essential 

Application form obtainable from F. J. Cable, 

Secretary, United Manchester Hospitals, to be re- 

turned as soon as possible. (3032) 


ST. ALFEGE'S Greenwich, S.E.10 
67 beds) 


CLINICAL ASSISTANT 
required for one notional half-day session weekly, 
on Thursday morning, in Ophthalmic Department 
at above hospital, for one year in first instance 
Salary £183 15s. per anoum Applications and 
testimonials to Secretary, G. and D./H.M.C.. at 
above hospital by December 23 (9782) 


SOUTHAMPTON EYE HOSPITAL 
(32 beds—recogaized for D.O,. Examination) 


RESIDENT SENIOR HOUSE OFFICER 
required end December Application, with copies 
of testimonials, should be forwarded as soon as 
possible to the Secretary, Southampton Group Hos- 
pital Management Committee, Bullar Street. (9868) 


IMPORTANT : ALL intending applicants 
should read the revised NOTICE at the 


top of page 34 


——RETIREMENT PENSIONS—— 


The 1956 Finance Act enables certain tax free contributions to be made to approved pension policies out of earned income. 
Are you eligible? The answer, with a description of benefits, is in the special booklet which is available on request. 


MEDICAL INSURANCE AGENCY, B.M.A. HOUSE, TAVISTOCK SQUARE, W.C.1. 
Branches also at BIRMINGHAM, BRISTOL, CARDIFF, DUBLIN, EDINBURGH, GLASGOW, LEEDS, MANCHESTER, NEWCASTLE-UPON- TYNE 


EUSton 6031 (7 lines), 
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Ophthalmology—contd. 
SHREWSBURY HOSPITAL GROUP 
Eye, Ear and Threst Hospital 


SENIOR HOUSE OFFIC FR (Ophthalmic) 
Eye unit 35 beds Post recognized for the 
D.O.M.S. Vacam February 9. 1958. Applications 
with copy testimonials. to Group Secretary, Royal 
Salop Infirmary. Shrewsbury (9935) 


ORTHOPAEDICS 


HAMMERSMITH HOSPITAL & POST- 
GRADUATE MEDICAL SCHOOL 
De Cane Road, Londoa, W.12 

Joint Appointment with the North-West Metro- 

politan Regional Hospital Board 

WHOLE-TIME REGISTRAR (Orthopaedic) 

required Post vacant in January Appointment 
tenabic fimtly at Heatherwood Hospital Ascot 
(resident if required), studying long-term Orthopaedic 
eurgcry, transferring to Hammersmith Hospital and 
the Postgraduate Medical School (non-resident) on 
August 1, 1958, studving Orthopacdic and Traumatic 
surgery. Age. qualifications, experience, names two 
teferces to Secretary. Board of Governors, The 
Hammersmith, West London and St. Mark's Hos- 
pitals, Du Cane Road, London, W.12, by December 
28, 1957 (9845) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Hope Hospital, Salford, 6 


ORTHOPAEDIC REGISTRAR 
required, 60 adult and children’s beds Duties also 
at Salford Royal and Royal Manchester Children’s 
Hospitals Applications to Group Secretary, Sal- 
ford Royal Hospital, Salford, 3, before December 
21, 195 (3093) 


OXFORD REGIONAL HOSPITAL BOARD 


IN ORTHOPAFDIC AND 
IDENT SURGERY 

(non-resident) to the hospitals and clinics of the 
Aylesbury area The appointment will be for one 
year and eligible for extension to a second year 
Applications, on forms obtainable from the Secre- 
tary Registrar Committee, 43, Banbury Road 

Oxford, should reach him by January 1, 1958. 
(9980) 


SOUTH-EAST REGIONAL 
HOSPITAL BOAR 
Applications are lavined fa for two appointments as 
WHOLE-TIME REGISTRAR IN ORTHOPAEDIC 
SURGERY 
to fill vacancies in the approved traince establish- 
ment in the following groups of hospitals : 
(1) Brighton and Lewes 
(2) Lewisham 

The appointments wil! be in accordance with 
the Terms and Conditions of Service of Hospital 
Medical and Dental Staff (England and Waics 
and will be for one year in the first instance 

Applications, giving particulars of age, qualifi- 
cations and experience (with relevant dates), 
together with the names and addreases of two 
referces, to be sent to the Secretary, Registrars 
Committee, South-East Metropolitan Regional Hos- 
pital Board 11. Portland Place, W.!. not later 
than December 28, 19S7, (3018) 


UNITED OXFORD HOSPTTALS 
The Radcliffe Infirmary 


Applications are invited for the post of 
REGISTRAR /RESEARCH ASSISTANT 
to the Accident Service, to commence as soon as 
poasible The duties of this post will be divided 
equally between the clinical duties of the Registrar 
appointment and research work in the department 
under the supervision of the Director of the 
Accidem Service Applications, on forms obtain- 
able from the Administrator, Radcliffe Infirmary 
Oxford, should be received as soon as possibic 
(9650) 


BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE 
Royal Victoria Hospital, Shelley Road, 
Boscombe, Bournemouth (494 beds) 


SENIOR HOUSE OFFICER 
(Orthopaedics and Casualty combined) 
resident or non-resident, required for the end of 
December. The post is recognized for the F.R.C.S 
examination and is normally tenable for 12 months 
The unit consists of a Registrar and two S.H.O.s. 
with an additional S.H.O. during the summer 
months Applications to the Hospital Secretary. 

(9981) 
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BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


The Royal Infirmary, Bolton (238 beds) 


RESIDENT SENIOR HOUSE OFFICER IN 
ORTHOPAEDIC SURGERY 
Vacant February |, tenable for 12 months, and 
recognized for F.R.C.S. Applications, with the 
names of two referees, to Group Secretary, the 
Royal Infirmary, Bolton (3019) 


CUMBERLAND INFIRMARY. CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL, 


Applications are invited for the appointment, 
vacant as from February 1, 1958, of 
SENIOR HOUSE OFFICER IN ORTHOPAEDICS 
for a period of 12 months Apply to the Group 
Secretary, Cumberland Infirmary. (9962) 


DERBYSHIRE ROYAL INFIRMARY, Derby 
(416 beds) 


SENIOR HOUSE OFFICER (Orthopaedic) 
Vacant January |! Recognized for six months 


“unspecified for F.R.CS Apply 
giving full details and two names for reference 
to Secretar (9613) 


GENERAL HOSPITAL, Southend-on-Sea 


Applications are invited for appointment as 
SENIOR HOUSE OFFICER 
to the Orthopacdic and Fracture Department. Post 
vacant end of January, 1958. The orthopaedic and 
fracture department is the centre for reference of 
all cases from a large surrounding area. and the 
post offers exceilent experience in all aspects of 
orthepacdic and traumatic surgery under the super 
vision of and with instructions from the Consultant 
in charac Post recognized for the F.R.CS 
Resident or non-resident Applications, stating 
age, qualifications and experience, togcthcr with 
copies of recent testimonials, should be sent to 
the undersigned by December 30.—J. C. Field 
Secretary (3089) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
(270 beds), Great Western Road, Gloucester 


Applications ate invited for the appointment of 
SENIOR HOUSE OFFICERS 
to the Orthopacdic and Traumatic Surgery Unit 


(100 beds) Posts vacam carly January Applica- 
tions, stating age, nationality, qualifications and 
experience, should be sent to Physician Superin- 
tendent (3183) 


NOTTINGHAM co NERAL HOSPITAL 


SENIOR “HOU SE OFFICERS 
(Orthopaedic and Fracture) 
required Ganuary and February, 1958). Post offers 
exceptional experience in traumatic surgery Ap- 
plications, stating age, qualifications, and experience 
together with copics of testimonials, to be sent to 
the Group Secretary (9781) 


PEMBURY HOSPITAI 
Pembury, sear Tunbridge Wells 


Applications invited for appointment of 
SENIOR ORTHOPAEDIC HOUSE SURGEON 
AND CASUALTY OFFICER 
(Senior House Officer grade) to begin duties as 
soon as possible. Recognized F.R.C.SiEng.) and 
tenable for one year. Work includes treatment of 
long- and sbort-stay cases and traumatic surecry 
with large out-paticnt and fracture clinics under rwo 
Consultants. Apply, stating age. qualifications and 
experience, together with three testimonials, to 
Group Secretary, Sherwood Park. Pembury Road. 
Tunbridge Wells (9322) 


PRINCESS MARGARET ROSE ORTHOPAFDIC 
HOSPITAL, Edinburgh 


Applications are Invited from registered medical 

practitioners for an appointment as 
SENIOR HOUSE OFFICER 

(resident) in the adult wards of the above hos- 
pital National Health Service scale Applica- 
tions, Stating age. qualifications and experience. 
and names of two referees, to be sent immediately 
to the Secretary, Edinburgh Central Hospitals, 1, 
Rillbank Terrace, Edinburgh, 9 (3047) 


ROVAL CORNWALL INFIRMARY. Truro 
and Accident Department of 124 beds 


SENIOR HOUSE OFFICER 
required for January 14. The post offers great 
experience in orthopacdic and accident surgery 
covering most of the County of Cornwall, with 
out-patients’ clinics of seven peripheral hospitals 
Applications stating nationality, age, qualifications 
and experience, together with two recent references, 
to be addressed to the Hospital Secretary, Royal 
Cornwall Infirmary, Truro (9678) 


Dec. 14, 1957 


ROYAL SEA BATHING HOSPITAL, Margate 
(Surgical Tuberculosis and Orthopaedics, 244 beds) 


SENIOR HOUSE OFFICER 

The above post (one of two) is larecty an ortho- 
paedic one, and affords experience in the treatment 
of wherculous and non-tuberculous orthopaedic 
conditions There is also a genito-urinary unit of 
35 beds and a small number of beds for other 
wibercuious conditions. The post is recognized for 
the F.R.C.S., and is suitable for someone reading 
for a higher surgical examination. Salary £819 10s 
per annum, fess £150 for residential cmojuments 
Applications, with copies of testimonials, to Hos- 
pital Secretary (9614) 


SHEFFIELD NO. 3 HOSPITAL MANAGEMENT 
COMMITTEE 


King Edward VII Orthopaedic Hospital, Sheffield, 6 


Applications are invited for the appointment of a 
SENIOR HOUSE OFFICER 

The hospital has 154 beds, 100 of which are 
occupied by children. It is a modern unit for the 
treatment of poliomyelitis, and has close contact 
with a nearby infectious diseases hospital The 
post would suit applicants interested in children’s 
diseases, as there is a fair amount of gencral 
medical work Applications, with names of two 


referees, to Group Secretary, Shefficld No. 3 Hos-, 


pital Management Committee, Lodge Moor Hos- 
pital, Shefficid, 10 (9817) 


THE UNITED LEEDS HOSPITALS 
The General Infirmary at Leeds 


RESIDENT ORTHOPAEDIC OFFICER 
required, of Senior House Officer status The post 
will initially be for six months from February 1 
1958. and will be renewable for q further period 
of six months thereafter Terms and conditions 
of service for hospital medical staff apply Appl- 
cations. stating age, qualifications, previous posts 
(with dates), to be sent to the Secretary to the 
Board by not later than December 20, 1957. (9751) 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Ro:al Portsmouth Hospital 
dic Department (104 beds) 


(a) SENIOR HOUSE OFFICER 
required Vacant now 
(b) HOUSE OFFICER 
(pre-registration) Vacant, now 
Applications, stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possibic to E. H. 
Hurst, St. Mary's Hospital. Milton Road. Ports- 
mouth (8011) 


BEDFORD GENERAL HOSPITAL (436 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required Vacant now Pre- of post-registration 
Recognized for F.R.C.S. Post offers wide experi- 
ence in a busy specialist orthopacdic and traumatic 


unit Enquiries and applications, with ‘pies of 
two recent testimonials, to be sent imamediatels to 
Group Secretary. Bedford Group H.M 3, Kim- 
bolton Road, Bedford (3002) 


WHIPPS CROSS HOSPITAL, London, F.1! 


Applications are invited from fully registered 
medica! practitioners for the post of 
HOUSE SURGEON 
in the Orthopaedic Department This post, recog- 
nized for the F.R.C.S.. is vacant now. Application 
forms, from the Hospital Secretary, to be returned 
by December 23, 1957 (3090) 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 


HOUSE OFFICER 
(Orthopaedic and Traumatic Surgery) 
Resident pre-registration post, recognized for 
R.C.S.. required in the main acute general hos- 
pital serving the Blackpool and Fyide area. Appili- 
cations, stating age, experience (if any), and giving 
the names and addresses of two referees, should 
be sent to the Hospital Secretary. (Pr_9566) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (274 beds) 
(Recognized for F.R.C.S.) 


ORTHOPAEDIC HOUSE SURGEON 
(Post recognized for pre-registration service and ten- 
able for six months. The hospital is the centre to 
which all trauma from a iarge industrial town and 
port is directed, thus providing excelient expericnce 
in the treatment of traumatic conditions ; paticnts 
with orthopaedic conditions are drawn from a wide 
area Applications, with copies of testimonials, 
should be sent as soon as possible to the Group 
Secretary. Southampton Group Hospital Manage- 
ment Committee, Bullar Street, Southampton 

(Pr.9488) 


Dec. 14, 1957 


Orthopaedics—contd, 
DURHAM COUNTY HOSPITAL (116 beds) 


RESIDENT HOUSE SURGEON 
required in orthopaedics and casualty. Post recog- 
nized for pre-registration purposes. This post offers 
facilities for good and varied experience in a busy 
orthopacdic and accident hospital which serves a 
wide mining and industrial areca Apply, giving 
age, experience, and names of two referees, to the 
Group Secretary, Dryburn Hospital, Durham 

(Pr.3071) 


TILBURY AND SOUTH-EAST ESSEX HOSPITAL 
MANAGEMENT COMMITTEE 


Tilbury and Riverside General Hospital, 
Orsett Branch, Orsett, Essex 


Applications are invited for the post of 
RESIDENT ORTHOPAEDIC HOUSE SURGEON 
at the above hospital The post is recognized 
under the Medica! Act for pre-registration purposes 
and suitable candidates are invited to apply. A new 
Casualty Reception Unit has been opened recently 
at this hospital The appoiniment, which is vacant 
immediately, ts for six months in the first instance 
Applications, together with copies of recent testi- 
monials, should be forwarded to the undersigned 

G_ E. Whyte, Group Secretary, Thurrock Has- 
pital, Grays, Essex. (Pr.9936) 


PAEDIATRICS 


BEAUMONT HOSPITAL. Slyne Road, Lancaster 


PAEDIATRIC REGISTRAR (Resident) 
Previous paediatric experience exsential Duties 
include experience in children’s medical ward. in 
neonatal unit. and pacdiatric out-patient clinics 
Unit recognized for D.C.H. Candidates may visit 
hospital by direct appointment Applications, 
together with names of two referees, to Group 
Secretary, Royal Lancaster Infirmary, Lancaster 

(3063) 


CHILDREN’S ANNEXE OF THE LUTON AND 
DUNSTABLE HOSPITAL 


REGISTRAR 
to the Paediatric Department of the Luton and 
Dunstable Hospital, required carly February. Post 
resident or non-resident Children’s Annexe is 
separate from the parent hospital, taking medical 
and surgical children, and recognized for D.C.H. 
Applicants may visit by direct appointment (Tel 
Luton 978) Application form from Secretary, 
Luton and Hitchin Group H.M.C., St. Mary's 
Hospital, Luton, Beds (3020) 


KINGSTON GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Applications are invited from suitably qualified 

medical officers for the post of 
PAEDIATRIC REGISTRAR 

The post will become vacant on February: 1, 1948 
Experience in paediatrics and D.C.H. qualification 
essential Applications, stating age, qualifications, 
and experience, together with the names of three 
referees, should reach the Group Secretary, 35, 
Coombe Road, Kingston-on-Thames, within 14 days 
of the appearance of this advertisement (9963) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR 
required at Cell Barnes Hospital, St. Albans, Herts 
This is a modern hospital where 895 mental defec- 
tives of all types and ages are under care. 
Approved for D.P.M. A good paediatric experi- 
ence available. Hospital may be visited by direct 
appointment Applica..on forms obtainable from 
the Group Secretary, Harperbury Hospital, St. 
Albans, Herts, and returnable by December 21, 
1957 (3108) 
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County Hospital This post offers excellent op- 
portunity for the study of metabolic diseases in 
childhood and infancy A new cubicied unit is 
being opened. Appointment for one year in first 
instance Apply two Secretary, Sheffield Regional 
Hospital Board. Old Fulwood Road, Sheffield, by 
December 23, 1957, giving age, nationality, qualifi- 
cations, present and previous appointments (with 
dates). naming three referees (9964) 


THE UNITED SHEFFIELD HOSPITALS 
Children’s Hospital /Jessop Hospital 


Applications invited for the resident post of 
REGISTRAR or SENIOR HOUSE OFFICER 
at the above hospitals, in association with the 
Department of Child Health in the University of 
Shefficild. The post is a rotating one between the 
two hospitals, alternating with another Registrar 
so that the successful candidate will spend half 
his time in charge of the newborn babies at the 
Jessop Hospital and half his time in the Profes- 
sorial Department at the Children’s Hospital. Post 
vacant February 1 1958 Applications, stating 
age. qualifications and experience. with the names 
of three referees. should be sent not later than 
December 18, 1957, to the Chicf Administrative 
Officer, the United Shefficid Hospitals, West Strect, 
Shefficid. 1 (3143) 


DERBYSHIRE CHILDREN’S HOSPITAL, Derby 


HOUSE SURGEON 
(pre-registration) or Senior House Officer required 
to commence January 8, 1958. Post recognized for 
DCH Applications, stating full particulars, with 
names of two referees, to be sent as soon as 
possible to Secretary (9679) 


LIVERPOOL REGION CHILDREN’S HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for 

SENIOR HOUSE OFFICER 

and HOUSE OFFICER POSTS 
becoming vacant on March 1, 1958 The appoint- 
ments are normally for a period of 12 months on 
a rotating internship in various specialtics through- 
out the hospitals in the Group The posts are 
open to registercd practitioners and pre-registration 
applicants Further particulars may be obtained 
from the Medical Superintendent Applications, 
together with copies of recent testimonials, should 
be forwarded to the Group Secretary, Alder Hey 
Children’s Hospital, Liverpool, 12 (9836) 


NEWCASTLE GENERAL HOSPITAL (838 beds) 


SENIOR HOUSE OFFICER 

for Paediatric Department 
The post offers experience in the whole of the 
paediatric work the hospital, including general 
medicine and surgery and special departments 
There is a close association with the University 
Department of Child Health Applications, to- 
gether with names and addresses of two referees 
should be sent to the Secretary, Newcastle General 
Hospital. Newcastle upon Tyne, 4 (3041) 


SELLY OAK HOSPITAL, Birmingham, 29 
(Equipped beds 955) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Paediatrics) 
Recognized for D.C.H. Applications, stating quali- 
fications, experience, and age, with copies of three 
testimonials, to the Medical Superintendent. (9965) 


SHREWSBURY HOSPITAL GROUP 
Children’s Unit, Royal Salop Infirmary, Shrewsbury 


SENIOR HOUSE OFFICER or HOUSE OFFICER 
(Paediatric) 
Recognized for D.C.H. Six months’ appointment 
The unit consists of medical, surgical and fever 
beds Vacant mid-January, 1958. (Married 
quarters availabic.) Applications, with copy testi- 
monials, to Group Secretary, Royal Salop Infir- 
mary, Shrewsbury (9937) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
St. George's Hospital, Lincoln (242 beds) 


WHOLE-TIMF RESIDENT REGISTRAR 
(Paediatrics) 
required. Duties include care of newborn and pre- 
mature babies, exchange transfusions, neonatal 
surgery, and dutics at a maternity unit at Lincoln 


ROYAL MATERNITY HOSPITAL 
Rottenrow, Glasgow 


RESIDENT HOUSE OFFICER 
required for paediatric unit for six months, com- 
mencing February 1, 1958. Applications in writing, 
with names of two referees, to Medical Superin- 
tendemt. Royal Maternity Hospital, Rottenrow, 
Glasgow, C.4. (3057) 


43 


CENTRAL WIRRAL GROUP 
Clatterbridge Hospital, Bebington, Cheshire 


HOUSE OFFICER, PAEDIATRICS 
for unit of 82 beds. Recognized pre-registration 
and D.C.H Six months commencing March 1, 
1958 Salary according to previous posts held 
Application forms, obtainable from Hospital Sec- 
retary, to be returned by December 18, 1957, 
(Pr.3105) 


CITY GENERAL HOSPITAL, Stoke-on-Trent 


HOUSE OFFICER (Paediatrics) 
required Post vacant January 14 Pre-registra- 
tion Hospital recognized for D.C.H Detailed 
applications, with copy testimonials, to Secretary, 
H.M.C., Princes Road, Stoke-on-Trent (Pr.9567) 


DRYBURN HOSPITAL, Durham (303 beds) 


HOUSE PHYSICIAN 
for Paediatric Unit of 42 beds 
Approved pre-registration appointment and recor 
nized for the D.C.H Post vacant February |! 
1958 Apply, with names and addresses of two 
referees, to Group Secretary Dryburn Hospital, 
Durham (Pr. 3068) 


ST. WOOLOS HOSPITAL, Newport, Mon 
(379 beds) 


PAEDIATRIC HOUSE PHYSICIAN 
required February 1 Recognized D.C.H. and 


pre-registration service Write, quoting two 
referees, to T. A. Jones, Group Secretary, 64, 
Cardiff Road. Newport, Mon (Pr.3021) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 


Manor Hospital, Walsall 


PAEDIATRIC HOUSE PHYSICIAN 
required February 1, 1958 Recognized fo D.C.H 
also pre-registration. Applications, with aames of 
two referees, to Group Secretary, Walsall General 
(Sister Dora) Hospital (Pr.9685) 


PATHOLOGY 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Applications are invited for an appointment as 
WHOLE-TIME SENIOR REGISTRAR IN 
PATHOLOGY 

to fil a vacancy in the approved trainee estabiish- 
ment at the Lewisham group of hospitals as from 
March 17, 1958. The Lewisham Group Laboratory 
is linked with other laboratories in South-East 
London and duties will include work for other 
groups. Candidates should have had = general 
experience in pathology and possession of a higher 
qualification would be an advantage. The appoint- 
ment will be in accordance with the Terms and 
Conditions of Service of Hospital Medical and 
Dental Staff (England and Wales), and wilj be for 
one year in the first instance. Applications, giving 
particulars of age, qualifications and experience 
(with relevant dates), together with the names and 
addresses of three referees, to be sent to the Sec- 
retary, Registrars Committee, South-East Metro- 
politan Regional Hospital Board, 11, Portland 
Place, London, W.1, not later than December 28, 
1957 (3022) 


COVENTRY AND WARWICKSHIRE HOSPITAL 
Coventry 


ASSISTANT PATHOLOGIST 

(.H.M.O. status) required for duties mainiy at 
Group Laboratory Recognized D.Path Good 
opportunity for experience in all branches of 
specialty Applications, with full details and 
names of two referees, to Group Secretary, 
Coventry and Warwickshire Hospital, Coventry 

(9938) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
tep of page 34 


THE MEDICAL 


Unlimited Indemnity 


SUBSCRIPTION : £1 for first three years for newly qualified entrants, £2 for members of more than three years’ standing. 
ENTRANCE FEE, !0/- (Remitted to those joining within 12 montns of Registration.) 
OVERSEAS INDEMNITY FOR AN ADDITIONAL SUBSCRIPTION 


Full particulars from the Secretary, Dr. Alistair French, Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814. 


PROTECTION SOCIETY timirep 


Assets exceed £180,000 
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Pathology—contd. 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Pathology) 
required for duties at Royal Infirmary, Blackburn 
(Group Laboratory), but may also be required for 
duties at Queen's Park Hospital, Blackburn, and 
Victoria Hospiw!, Accrington, at Consultant's 
discretion Recognized for D.Path Applications 
with names of two referees, to Group Secretary 
HM.C Office. Royal Infirmary, Blackburn (9568) 


CITY GENERAL HOSPITAL, Sheffield, 5 
Department of Pathology, Group Laboratory 


SENIOR HOUSE OFFICER, Clinical Pathology 

Applications are invited for the above appoint- 
ment Resident accommodation is available and 
optional! Opportunities for training in morbid 
anatomy. biochemistry. hacmatology and bacteri- 
oloay The work of this and the associated hos- 
pitals offers excellent experience to graduates who 
wish to make pathology their permanent carcer 
The post is recognized for the D.Path Apply 
giving details of age, qualifications, present and 
previous appointments (with dates), and the names 
of two persons to whom reference may be made, to 
the Group Secretary Nether Edee Hospital 
Sheffield, 11 (9966) 


GROUP LABORATORY, Mile End Hospital, 
Bancroft Road, Loadon, E.1 


RESIDENT ASSISTANT PATHOLOGISTS 
(Senior House Officer erade) 
Previous experience an advantage but not essential 
Laboratory recognized for Diploma of Pathology 
and is well equipped, with excelient§ training 
facilities. Posts vacant on January 14 and February 


18, 1958, respectively Applications, stating age 
nationality qualifications experience and the 
names of two referees, to be sent to the Secretary 


Stepney Group Hospital Management Committec 
Mile End Hospital, Bancroft Road. E.1, not tater 
than December 21, 1957 (9828) 


HOPE HOSPITAL 


Salford Hospital M ment Committee 


Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
S.H.O. gerade. in the Group Laboratory at Hope 
Hospital, Salford, which becomes vacant at the end 
of January, 1958. Post recognized for the Dinloma 
in Pathology Applications, together with age. 
qualifications, and the names and addresses of two 
referees, should be forwarded to the Hospital Secre- 
tary (3094) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
OR HOUSE OFFICER (Pathology) 
now vacant, recognized for D.Path. Applications. 
stating age, qualifications and experience, together 
with copies of recent testimonials, to the Group 
Secretary, No. | Hospital Management Committee, 
the Leicester Royal Infirmary, immediately. (7398) 


OLDCHURCH HOSPITAL, Romford, Essex 


RESIDENT PATHOLOGIST 
(Senior Howse Officer grade) 

This post, which will become vacant in the New 
Year, provides valuable experience by rotation 
through all departments of this large Group Labor- 
atory, and is recognized for the purposes of the 
Diploma in Pathology Prospective candidates are 
invited to visit the laboratory Applications should 
be sent, with testimonials or the names of two 
referees, as soon as possible, to the Secretary, 
Romford Group Hospital Management Committee. 
Oldehurch Hospital, Romford (9243) 


WEST MANCHESTER H.M.C. 


Park Hospital, Davyhulme (general hospital. 
433 beds) 


SENTOR HOUSE OFFICER 
required for Group Laboratory. Post now vacant 
and tenable for one year. Duties, which alternate 
with holder of second similar post, include routine 
general pathology and emergency investigations 
Laboratory recognized for D.Path. and D.C.P 
cxaminations Previous experience not essential 
Application forms from Secretary. (3116) 


PHYSICAL MEDICINE 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT PHYSICIAN IN PHYSICAL 
MEDICINE 


West Herts Group Whole-time or maximum 
sessions, Senior Hospital Medica! Officer grade 
Duties mainly at Watford Peace Memorial Hos- 
pital (208 beds) and West Herts Hospital, Heme! 
Hempstead (120 beds), which may be visited by 
direct appointment Application forms obtainable 
from, and returnable to, Secretary, North-West 
Metropolitan Regiona| Hospital Board, Ila, Port- 
land Place, W.1, before January 13, 1958. (3135) 
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PSYCHIATRY 
MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME RESIDE™. CONSULTANT 
PSYCHIAT) IST 
to the Lancaster Moor Hospitil (about 2,500 beds), 
near Lancaster Appointee will be designated 
Deputy Medical Superintendent and will conduct 
out-patient clinics in the periphery. Wide experi- 
ence and higher qualifications essential Applica- 
tion forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood Road, Manchester, 
&. to be returned by December 23, 1957 (3100) 


Dec. 14, 1957 


LANCASTER MOOR HOSPITAL, Lancaster 
(Regional Mental Hospital) 


JUNIOR HOSPITAL MEDICAL OFFICER 

Applications are invited for the post of resident 
J.H.M.O. (male or female), Accommodation for a 
single medical officer, but accommodation may 
possibly be availabic carly in 1958 for a marriea 
applicant. Hospital recognized for D.P.M.. and 
facilities granted for attending ncighbouring univer- 
sities. All modern methods of investigation and 
treatment carried out. Hospital serving N. Lanca- 
shire and Lake District, Post for initial period of 
four years, but renewable if services satisfactory 
Apply Medical Superintendent (9394) 


NETHERNE HOSPITAL, Coulsdon, Surrey 


S.W. Metropolitan Regional Hospital Board 


Applications are invited for the appointment of 
REGISTRAR (Whote-time) 

at the above hospital, which is recognized for the 
D.P.M. The hospital has an admission rate of 
1,600 a year, and all modern forms of treatment 
are carried out. There are four active out-patient 
departments in gencra! hospitals and departments 
of clinical research, neurosurgery, psychology and 
social service and a modern clectroencephalo- 
graphic unit. Successful candidate will be required 
to take up appointment on April 1, 1958. Appli- 
cation forms may be obtained from the Secretary 
(3112) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


REGISTRAR PSYCHIATRIST 
whole-time, resident at St. Luke's Hospital, Middles- 
brough (560 beds), Single or married, furnished or 
unfurnished accommodation available 

REGISTRAR PSYCHIATRIST 
whole-time, St. Mary's Hospital, Stannington, Mor- 
peth (850 beds,. Single accommodation availabic 
Married persons may live out by arrangement, if 
near hospital and prepared to sieep in when on 
duty 

These appointments offer good experience and 
training in psychiatry. Facilities are available for 
the appointees to take the Durham University 
D.P.M. Course. Further particulars from Regional 
Psychiatrist Applications, with names and ad- 
dresses of three referees, to Regional Psychiatrist, 
Newcastle Regional Hospital Board, Benfield Road, 
Newcastle upon Tyne, 6, within 14 days (9967) 


SOULTE-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


REGISTRAR 
to the Royal Edinburgh Hospital for Mental and 
Nervous Disorders. During the tenure of the post 
opportunities for study and interchange of training 
and duty at other centres in the Region may be 
available under the joint training scheme of the 
South-Eastern Regional Hospital Board and 
Department of Psychological Medicine of the 
University of Edinburgh Single accommodation 
available. The hospital may be visited by arrange- 
ment with the Physician Superintendent Apply, 
giving particulars of age, qualifications and previous 
experience, and the names of two referees, to the 
Secretary, 11, Drumsheugh Gardens, Edinburgh, 3, 
by December 28 (3064) 


BRISTOL, STOKE PARK GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the appointment of a 

JUNIOR HOSPITAL MEDICAL OFFICER 
in the above Group of Mental Deficiency Hos- 
pitals. Active interest in mental deficiency work 
essential in these progressive hospitals pursuing 
active programme of rehabilitation. Encourage- 
ment to take D.P.M. Temporary unfurnished flat 
available Salary £852 10s. rising by £55 to 
£1,182 10s. per annum Applications, giving full 
personal particulars, qualifications and experience, 
together with names and addresses of two referees, 
to the Group Secretary, Stoke Park Hospital, 
Stapicton, Bristol, as soon as possible (9380) 


DERBY NO. 3 HOSPITAL MANAGEMENT 
COMMITTEE 


The Pastures Hospital, Mickleover, Derby 
(Hospital for mental and nervous disorders) 


JUNIOR HOSPITAL MEDICAL OFFICER 


required Salary £852 10s.. rising by £55 per 
annum to £1,182 10s. The Hospital is near to 
general hospitals and facilities for obtaining D.P.M 
and Membership training are available. Large out- 
patient system. Postgraduate training in psychiatry 
available at Sheffield University House available 
to married person at a reasonable remt. The Hos- 
pital is pleasantly situated abou. four miles from 
the centre of Derby Applications, stating qualifi- 
cations and experience, and giving the names of 
two referees, to be sent immediately to the Group 
Secretary. (9964, 


HOSPITAL (Mental and 
General), Greenock 
Applications are invited for the post of 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER (Male or Femcte) 
The post offers experience in all branches of 
psychiatry, including modern forms of treatment 
and out-patient clinics. Experience is available 
also in medical and geriatric wards. The hospital 
is recognized for the D.P.M. and facilities will 
be granted to attend courses in Glasgow It is 
probable that married quarters will be available in 
the near future. Applications, with full detai's and 
the names of two referees, to be forwarded to the 
Physician Superintendent. (3058) 


CENTRAL MENTAL HOSPITAL, or. Warwick 
beds) 


SENIOR HOUSE OFFICER 
Neurosis unit, adult and child psychiatry clinics, 
departments of electroencephalography, occupational 
therapy, psychology and social work Recognized 
for D.P.M. Accommodation available. Post avail- 
able mid-January Applications, with names and 
addresses of three referees, to Medical Superinten- 
dent by December 24. (9969) 


RADIOLOGY 
SHEFFIELD REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
RADIOLOGIST 

required for the Rotherham Group of Hospitals. 
Application form and further details from the 
Senior Administrative Medica! Officer, Shefficid 
Regional Hospital Board, Old Fulwood Road. 
Shefficid. Forms to be returned by January 4, 1958. 

(9617) 


THE UNITED LEEDS HOSPITALS 
The General tofirmary at Leeds 


Vacancy exists for 
REGISTRAR 
either as Traince Radiologist or with D.MR 
Candidates with higher qualifications in medicine or 
surgery preferred. Terms and conditions of service 
for hospital medical and dental staffs apply. The 
appointment will be for one year in the first 
instance and renewabic thereafter Applications, 
giving details of age. qualifications, previous posts 
(with dates), and three names for reference, should 
be sent to the Sub-Dean, School of Medicine, 
Leeds, 2. by not later than December 27, 1957 
(3051) 


THE UNITED LIVERPOOL HOSPITALS 


Applications are invited for temporary appoint- 

ment as 
REGISTRAR IN RADIOLOGY 

for the period to September 30, 1958. The person 
appointed will be eligible to apply in the summer 
of 1958 for appointment for the year beginning 
October 1, 1958. Apply by December 31 on form 
obtainable from the Secretary, 80, Rodney Street. 
Liverpool, 1. (3095) 


RADIOTHERAPY 
MANCHESTER REGIONAL HOSPITAL BOARD 
South Manchester H.M.C. 


Applications are invited from registered medical 

practitioners for the post of 
REGISTRAR IN RADIOTHERAPY 

at the Christie Hospital and Holt Radium Institute, 
Manchester. Candidates must hold either the 
Diploma in Radiotherapy or an FRCS. of 
MR.C.P. Applications, with full details, to be 
forwarded to the Group Secretary, Withington 
Hospital, Manchester, immediately Git?) 


HAREFIELD AND NORTHWOOD GROUP 
HOSPITAL MANAGEMENT COMMITTEE 


Marie Curie Hospital, 66, Fitziohn’s Avenee. 
Hampstead. 


RESIDENT MEDICAL OFFICER 
(House Officer grade) required immediately. Appli- 
cations, with copies of testimonials. to the Adminis- 
trative Officer by December 24, 1957, (9777) 


Dec. 14, 1957 


RHEUMATOLOGY 
CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, Maidenhead 


Applications invited ‘tor post of 
HOUSE PHYSICIAN 
to Special Unit for research in juvenile rheumatism 
Post offers scope for those interested in research. 
pacdiatrics, rheumatology or cardiology. Applica 
tions, stating age, qualifications and experience 
with copies of two testimonials, to Secretary. (3023) 


SURGERY 


CARSHALTON, QUEEN MARY'S HOSPITAI 
FOR CHILDREN (550 beds) 


SURGICAL AND ORTHOPAEDIC REGISTRAR 
required for duties which include shared Registrar 
responsibility for 120 orthopaedic beds and 60 
acute and general beds. Applicants are invited to 
visit the hospital by appointment with the Physician 
Superintendent Applications, which should be 
made on forms obtainable from the Group Secre- 
tary, should be returned by December 28, 1957 

(9658) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRARS (Two) 
Ipswich and East Suffolk Hospital. Posts recor- 
nized for F.R.C.S Appointments for one year. 
renewable for second year Applications, stating 
age. experience and the names of three referees, 
to the Board's Senior Administrative Medical 
Officer, 117. Chesterton Road, Cambridge, by 
December 28. 1957. Candidates invited to visit 
hospital by direct arrangement with H.M.C. Secre- 
tary, Ipswich and East Suffolk Hospital (Anglesea 
Road Wing), Ipswich (3024) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Salford Hospital Management Committee 
Hope Hospital, Salford, 6 


SURGICAL REGISTRAR 
required at the above hospitals. Post vacant March 
1, 1958. A busy gencral hospital offering excellent 
experience, recognized for F.R.C.S. Applications. 
together with names and addresses of two referees, 
to be sent to Group Secretary. Salford Royal Hos- 
pital, Salford, 3, before December 28, 1957. (3096) 


MOUNT VERNON HOSPITAL. Northwood, 
Middlesex 


Applications are invited for whole-time 
SURGICAL REGISTRAR 
from ent of February, 1958. Required for onc 
year in the first instance. Appointment recognized 
for the final F.R.C.S. cxamination Candidates 
may visit the hospital by direct appointment with 
the Resident Medical Officer Application forms 
obtainable from, and returnable to, the Group 
Secretary, Harefield and Northwood Group H.M.C., 
Mount Vernon Hospital, Northwood. Middlesex, by 
December 28, 1957 (9694) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Grantham and Kesteven General Hospitals 
8 
(Recognized for for F.R.C.S) 


SECOND RESIDENT SURGICAL OFFICER 
with duties in orthopaedics, gynaecology, E.N.T., 
and relief duties for R.S.O. required immediately 
(Reg'strar rate of pay). Appointment for one year 
in first instance Apply to Secretary, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Sheffield, by December 23. 1957, giving age. 
nationality, qualifications, present and previous 
appoinuments (with dates) naming three referees 

(9970) 


CHELMSFORD, ST. JOHN'S HOSPITAL 


RESIDENT SURGICAL OFFICER 
(Senior Howse Officer grade) 
Duties commence January 1, 1958. The appoint- 
ment is recognized for training for the Fellowship 
of the Reyal College of Surgcons, and the success- 
ful candidate wil gain excelient experience in 
general surgery, with good opportunity for prepara- 
tion for higher qualifications. A House Surgeon 
is in residence Applications, stating age, nation- 
ality, qualifications and experience, together with 
recent testimonials, to be sent to the Secretary. 
Cheimsford Group Hospital Management Com- 
mittee. Chelmsford and Essex Hospital, London 
Road, Chelmsford. (3003) 


GENERAL HOSPITAL, Nottingham 


SENIOR HOUSE OFFICER (Surgical) 
required on January 25, 1958. Applications, stating 
age. qualifications and experience, together with 
copies of testimonials, to be sent to the Group 
Secretary, Genera! Hospital, Nottingham. (9263) 
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GENERAL HOSPITAL, Ramsgate (101 beds) 


SENIOR HOUSE OFFICER (Surgical) 
Recognized for FR.CS. and DA Salary 
£819 10s. per annum. less £150 for residential 
emoluments Applications, with copies of testi- 
monials, to Hospital Secretary. (9217) 


GLOUCESTER, STROUD AND THE FOREST 
HOSPITAL MANAGEMENT COMMITTEE 


Stroud General Hospital, Gloucester 


SENIOR HOUSE OFFICER 
required mainly for surgery Post vacant mid 
December. Applications, naming two referees, to 
Hospital Secretary.—N Duncaife, Group 
Secretary (3065) 


HASLEMERE AND DISTRICT HOSPITAL 
(82 2 beds) 


Guildford Group Hospital ¥ Management Committee 


Applications are invited oe registered medica! 

practitioners for the post of 

SENIOR HOUSE OFFICER 
(Locum considered) 

(Surgical, with charge of 12 acute medical beds) 
Duties to commence January 1, 1958 Valuable 
experience in general and surgery 
orthopacdic, E.N.T., gynaecological. children and 
casualty work. Applications to Hospital Secretary. 
Hasiemere and District Hospital, Haslemere 
Surrey. immediately, with names of three referees 
9982) 


LEICESTER GENERAL HOSPITAL 


are invited for the post of 
NIOR HOUSE OFFICER 
to the Survical Department (240 beds). vacant 
January 11 The appointment is tenable for 12 
months, and is recognized for the FRCS It 
consists of six months’ general surgery and six 
months in the special denartments of orthopaedics, 
plastic sureery and E.NT Applications, with 
copies of three recent testimonials, to Group Secre- 
tary. the Leicester No. | Hospital Management 
Committee. the Leicester Royal Infirmary by 
December 18 (9587) 


LOUGHBOROUGH GENERAL HOSPITAL 


Applications are invited for the post of 
HOUSE SURGEON 
female. Intern/S.H.O. grade, now vacant. Appli- 
cations. stating age qualifications and experience. 
with copies of recent testimonials. to the Group 
Secretary, Leicester No. | Hospital Management 
Committee. the Leicester Royal Infirmary (7740) 


MERTHYR AND ABERDARE HOSPITAL 
MANAGEMENT COMMITTEE 


St. Tydfil's Hospital, Merthyr Tydft 


Applications imvited for the following post: 
SENIOR HOUSE OFFICER (Surgery) 
(normally a pre-registration post and due to ter- 
minate January 31, 1958) Apply, with full par- 
ticulars and copies of two recent testimonials, to 
Group Secretary, St. Tydfil's Hospital, Merthyr 
Tydfil. (9983) 


NORTH AND MID-CHESHIRE HOSPITAL 
MANAGEMENT COMMITTEE 


Altrincham General Hospital, Annexe and E.N.T. 
Department (183 beds) 


SENIOR HOUSE OFFICER (Surgical) 
This appointment affords excellent experience to 
suitably qualified candidates Post recognized 
under F.R.C.S._ regulations Applications, with 
names of two referees, to Group Secretary, Sinder- 
land Road. Altrincham. (9939) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Bridge General Hospital, Shotley Bridge. 
Co. Durham (533 beds) 


SENIOR HOU SE 
(General 


Surgical W. 

Applications are invited for resident 
post, which is tenable for 12 months in the first 
instance. The post is recognized by the Royal 
College of Surgeons under the F.R.C.S. regula- 
tions. Salary £819 10s. per annum, less £150 per 
annum for residential accommodation Applica- 
tions, together with two testimonials, to the Group 
Secretary (3045) 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTEE 


Pentefract General Infirmary, Southgate, 
Pontefract 


RESIDENT SURGICAL OFFICER 
(Senior House Officer grade) required Hospital 
approved under F.R.CS. regulations. Post vacant 
January |, 1958 Married accommodation avail- 
able Applications, as soon as possible, to the 
Secretary, Great Northern House, Salter Row, 
Pontefract. (9940) 
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RHYMNEY AND SIRHOWY VALLEYS 
HOSPITAL MANAGEMENT COMMITTEE 


RESIDENT SURGICAL OFFICER 
(SH.O. or J.H.M.O. grade, according to experi- 
ence) required for Surgical Unit, Tredegar General 
Hospital, Monmouthshire Duties are those of 
assistant to General Surgcon. Staff includes House 
Surgeon Commodious family flat. Apply, with 
full particulars and stating names of two referees, 
to Secretary (9076) 


ROYAL WEST SUSSEX HOSPITAL, Chichester 


SENIOR HOUSE SURGEON 
(Deputy R.S.O.) required at Royal West Sussex 
Hospital, Chichester (202 acute beds) Post recor- 
nized for F.R.CS Resident staff of six--RS.O 
3 HS., R.M.O., and HP Salary £819 10s per 
annum, less residential charge. Vacant December 


28, 1957 Applications, stating age. experience, 
qualifications, with references or referees, to Senior 
Administrative Officer (9419) 


SOUTH SHIELDS INGHAM INFIRMARY 


HOUSE SURGEON (Pre-registration. 
second post) or SENIOR HOUSE OFFICER 
(Surgery) 

according to experience. required from December 
16. 1957 Post recognized for F.R.CS Clinic 
comprises two visiting Consultants, qa Registrar and 
two House Surgeons Applications tw House 
Governor and Secretary (3132) 


THE LEICESTER ROVAL INFIRMARY 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical 
vacant January |. Duties will consist of six months 
as Senior House Officer Casualty and six months 
Senior House Officer General Surgery. The medical 
staffing of the Casualty Department, which is a new 
one, is one Consultant, two Senior House Officers 
and one House Surecon. The post is recognized for 
the F R.C.S. Applications, stating age and quali- 
fications, together with copies of recent testimonials 
to the Group Secretary, No. | Hospital Manage- 
ment Committee, the Leicester Royal Infirmary 

(7955) 


CUMBERLAND INFIRMARY, CITY GENERAL 
HOSPITAL AND CITY MATERNITY 
HOSPITAL, Carlisle 


Applications are invited for the following ap- 
pointments which are vacant as trom February 1, 


1958 : 
SENIOR HOUSE OFFICERS 
Period 12 months. 1 general surgery (recognized 
tor F.R.C.S. examination) 
HOUSE OFFICERS 
recognized for pre-registration purposes Period 
six months 3 general surgery (recognized for 
F.R.C.S. examination) 
Apply the Group Secretary, Cumberland In- 
firmary, Carlisle. 


PORTSMOUTH GROUP HOSPITAL MANAGE- 
MENT 


1. Queen A'exandra Hospital ( (87 surgical beds). 
(a) SENIOR HOUSE SURGEON 
Vacant January 1, 1958 
(b) HOUSE OFFICER 
(Pre-registration). Vacant February 12, 1958. 

2. Royal Portsmouth Hospital (76 
SENIOR HOUSE SURGEON 
Vacant now 
3. Saint Mary's — (130 surgical beds: 
OUSE OFFICER 
PN... Vacant January 30, 1958. 
Vacant February 1, 1958, Vacant February 9, 1958. 
Vacant February 11, 1958 
Applications. stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H. 
Hurst, St. Mary's Hospital, Milton Road. Ports- 
mouth (8303) 


SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Plymouth 
Vacancies exist in the following department : 
SENIOR HOUSE OFFICER IN SURGERY 
vacant February 17. 1958 Recognized for the 


HOUSE SURGEONS 
pre-registration posts. Vacancies December 9. 1957, 
January 1 and 4 1958 Recognized for the 

CS. Greenbank Road Hospital 
In all cases send names of three referees to the 
Group Secretary. 7. Nelson Gardens. Stoke. 
Plymouth. (9789) 


BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


HOUSE SURGEON 
required mid-January for gencral surgical and 
gynaccological beds. Pre-registration candidate con- 
sidered. Four other residents. Hospital recognized 
for F.R.C.S. Active surgical department under 
direction of resident Consultant Applications, 
stating age. nationality, qualifications, and names 
of two referees, to the Hospital Secretary. (9972) 
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Surgery —contd. 
BEDFORD GENERAL HOSPITAL (436 beds) 
HOUSE SURGEON 


Post vacamt immediately Pre- or post-registration 
Recognized for F.R.C.S Post offers excepiiona 


opportunities for general experience in busy acutc 
surgical units Applications, with copics of testi- 
monials to Group Secretary Bedford Group 
H.M.¢ 3. Kimbolton Road, Bedford (3004) 


BIRMINGHAM ACCIDENT HOSPITAL 
Bath Row, Birmingham, 
beds and House Surgeons) 


HOUSE SURGEONS 
(resident) Vacant January February Hospital 
largest traumatic unit in country and treats over 
50,000 new paticnis cach year Recognized for 
purpose of Casualty by R.C.S.(Eng.) Teaching 
programme by consultant staff. Six-month appoint 
ment, some of which may be spent in 42-bedded 
Medical Research Council's Burns Unity Apply 
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NORTH STAFFORDSHIRE ROYAL INFIRMARY 


HOUSE OFFICER (General Surgery) 
required Recognized for F.R.C.S Two posts 
vacant early January Detailed applications, with 
copy testimonials, to Group Secretary, H.M.C 
Princes Road, Stoke-on-Trent (9202) 


NORTH-WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEE 


Shotley Bridge General Hospital, Shotley Bridge. 
Co. Durham (533 beds) 


Applications are invited for the following 
resident posts, which are recognized for pre-regis- 
tration purposes 

TWO HOUSE SURGEONS 
Salary £467 10s. to £577 10s. per annum, accord- 
ing to experience. Deduction of £125 per annum 
for board, lodging. etc Six months’ appointment 
Posts recognized for F.R.C.S. Applications, stating 
age, qualifications, experience, and enclosing copies 
of two recent testimonials, to the Group Secretary 


naming two referees, to Administrator (9662) (3046) 
BLACK NOTLEY HOSPITAL, Braintree, Essex QUEEN MARY'S HOSPITAL en CHILDREN 
(S16 beds) Carshalton, 


Applications invited for post of 

HOUSE SURGEON 
First scoond, thrd ofr pre-registration «post 
Includes duties in general surgical and gynacco- 
logical wards Recognized for F.R.C.S Tenable 
for six months. Applications, with copics of three 
testimonials to Group Secretary, Colchester 
H.M¢ 14, Pope's Lane, Colchester, Essex. (3066) 


GATESHEAD AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE SURGEONS (Three) 
Open to registered and pre-registration candidates 
Vacam January 7, 1958. Apply to the Medical 
Superintendent, Queen Elizabeth Hospital, Gates- 
head, 9 (3154) 


GENERAL HOSPITAL, Ramsgate (101 beds) 


HOUSE SURGEON 
Approved pre-registration post. Salary at the rate 
of £467 10s. to £577 108. per annum, according to 
experience, less £125 for residential emoluments 
Applications, with copies of testimonials, to Hospi- 
tal Secretary (9798) 


(a General Children’s Hospital of 550 beds) 


HOUSE SURGEON 
(House Officer, resident) required for six months 
(Three months’ general surgery and three months 
E.N.T. and orthopaedics). Recognized for D.C.H 
Applicants must have completed 12 months’ pre- 
registration service Applications, stating age and 
qualifications, together with one recent testimonial 
and the names of two referces, should be sub- 
mitted to the Group Secretary immediately. (9664) 


ROYAL BUCKINGHAMSHIRE AND ASSO- 
CIATED HOSPITALS MANAGEMENT 
MMITTEE 


HOUSE SURGEON (Male or Female) 
To the Aylesbury Group Department of Surgery at 
Tindal General Hospital. Pre-registration post, but 
registered practitioners invited to apply The past 
offers wide experience of General Surecry with 
operative practice ; recognized for F.R.C.S The 
acute surgical unit consists of 91 beds No 
casualty department Apply. with copies of two 
testimonials, to the Administrative Officer, Tindal 
General Hospital, Aylesbury (9663) 


HULL “A” GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Kingston General Hospital, Hull (419 beds) 


Applications are invited for the post of resident 
JUNIOR HOUSE SURGEON 
Recognized for F.R.C.S. examinations. (Pre- or 
post-registration.) Busy acute general surgical unit 
Applications, with two recent testimonials, to the 
Hospital Secretary t9915) 


MAIDSTONE, WEST KENT GENERAL 
HOSPITAL (141 beds) 


ROYAL HALIFAX INFIRMARY 


HOUSE SURGEON 
for general surgery required. Post vacant Decem- 
ber 10, 1957 Applications to the Group Secretary 
Royal Halifax Infirmary, Halifax (9803) 


ROYAL SOUTH HANTS HOSPITAL (274 beds) 


RESIDENT HOUSE SURGEON 
required. Pre-registration candidates cligible, Ap- 
plications, with copies of recent testimonials, should 
be forwarded to Group Secretary, Southampton 
Group Hospital Management Committec, Bullar 
Street, Southampton (9RH9) 


Mid-Keat Hospital M a C i 

Applications are invited for the pre-registration 
post of 

HOUSE SURGEON 

Six month appointment Post vacant mid- 
January, 1958 Salary at the rate of £467 108, to 
£577 Ws. per annum A deduction at the rate of 
£125 a year is made for board and lodging and 
other services provided Applications should be 
forwarded as soon as possible to the Administra- 
tive Officer at the Hospital (9409) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Gravesend and North Kent Hospital, Gravesend 


HOUSE ‘st RGEON 

Applications are invited for this resident post, 
vacant carly January Approved under pre-registra- 
tion regulations and tenable for six months. Post 
offers experience also in obstetrics, gynaccoiogy and 
orthopacdics Salary £467 i0s. to £577 10s. per 
annum, according to experience Applications to 
Hospital Secretary, giving details of experience, age. 
Qualifications, and nationality (9788) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


St. Bartholomew's Hespital, Rochester, Kent 


HOUSE SURGEONS 
Applications are invited for two pre-registration 
posts. One vacant now and onc vacant mid-January 
Salary £467 10s. to £577 10s. per annum, according 
to experience Applications, stating age. qualifica- 
toms, Nationality, and experience, to be sent to 
Hospital Secretary (3121) 


68 beds and beds 


RESIDENT HOUSE SURGEON 
Applications to the Secretary, Hospital Manage- 
ment Commitice, “ Fern Bank,” Doncaster Road, 
Rotherham (9589) 


ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10 
(367 beds) (Recognized for F.R.C.S. examination 


HOUSE SURGEON 
vacant mid-January Six months’ appointment 
National salary and conditions. Applications and 
testimonials to Secretary, G. and D. /H.M.C., above 
hospital (9829) 


WARWICK HOSPITAL (320 beds) 


HOUSE SURGEON 
Pre-registration or registered candidates may apply 


Good experience in general surgery Vacam 
January 25, 1958 Married quarters available 
Applications, with two testimoniais, to be forwarded 
to the Medical Superimendent (9622) 


WESTON-SUPER-MARE GENERAL HOSPITAL 
(107 beds) 


Applications are invited from registered medical 
practitioners for the pre-registration appointment 
(resident) of 

HOUSE SURGEON 
Vacant February 1, 1958 Applications, stating 
age, qualification, together with names and addresses 
of two referces, should be addressed to the Secre- 
tary, Weston-super-Mare Hospital Management 
Committee (9761) 


AMERSHAM GENERAL HOSPITAL, Bucks 
(297 beds) 


RESIDENT HOUSE SURGEON 
pre-registration, required end of December. Excel 
lent experience in gencral surgery with changcover 
to orthopacdics and casualty for part of appoint- 
ment. Post recognized for F.R.C.S. examinations 
Apply. with names of two referees, to Secretary 

(Pr.9623) 


BARNSTAPLE, NORTH DEVON INFIRMARY 
(105 beds) 


HOUSE SURGEON 
(pre-registration), vacant now The hospital serves 
a wide area of pleasant countryside and the post 
affords good opportunity to study excellent clinical 
material. Apply to Group Secretary, 19, Alexandra 
Road, Barnstaple (Pr.6102) 


BECKENHAM HOSPITAL, Kent (100 beds) 
HOUSE SURGEON 
required immediately Recognized for F.RCS 
Pre-registration post, Apply, stating age. nation- 
ality. qualifications and experience, and naming 
three referees, to Administrative Officer. (Pr.3120) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Infirmary, Blackburn 

HOUSE SURGEONS (2) 
required for January 25 and February 1, 1958 
Posts recognized for F.R.C.S. and approved for 
pre-registration purposes. Apply to Group Secre- 
tary, H.M.C. Office, Royal Iofirmary, Blackburn 

Queen's Park Hospital, Blackburn 
HOUSE SURGEON 

required for February 1, 1958. Post recognized for 
F.R.C.S. and approved for pre-registration pur- 
poses. Apply to Group Secretary, H.M.C. Office, 
Royal Infirmary, Blackburn. (Pr.9973) 


BLACKPOOL VICTORIA HOSPITAL (354 beds) 
HOUSE SURGEON 
Resident pre-registration post, available in January. 
in the Department of Surgery at this modern well- 
equipped hospital, with excellent facilities for gain- 
ing experience. Recognized for F.R.C.S. Appli- 
cations. Stating age, experience, and the names and 
addresses of two referees, should be sent to the 
Hospital Secretary (Pr. 3005) 


ST. MARY ABBOTS HOSPITAL, Marloes Road, 
Keusiagten, wa 


HOL SE st RGEON 
Two vacancies. Provisionally registered candidates 
eligible Appointments recognized for F.R.C.S 
Appointments commence on February 1, 1958 are 
resident, and limited tw six months Applications, 
by December 27, 1957. on forms obtainable from 
Hospital Secretary (3080) 


SOUTHAMPTON GENERAL HOSPITAL 
(474 beds) 


RESIDENT HOUSE SURGEONS (TWO) 
required. Pre-registration candidates cligible. Ap- 
plications. with copies of recent testimonials, should 
be forwarded to Group Secretary, Southampton 
Group Hospital Management Commitice, Bullar 
Street, Southampton (9870) 


WARRINGTON GENERAL HOSPITAL 
(344 beds) 


Applications are invited for 

HOUSE SURGEON (Male or Female) 

(Recognized for pre-registration) , 
The post will be vacant mid-January, 1958. Salary 
will be £467 10s. to £577 10s. per annum, less a 
deduction of £125 for full residential emoluments 
The staffing of the surgical unit consists of a 
Registrar and two House Surgeons. The posts offer 
a comprehensive training in surecry Apply, giving 
furl particulars, to the undersigned.-—Henry L. Boot, 
Group Secretary, Warrington and District Hospital 
Management Committee, c/o General Hospital, 
Warrington, Lancs (3106) 


BOLTON AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Boltoe District General Hospital (607 beds) 
RESIDENT HOUSE SURGEONS (Two) 
One vacant immediately and one February &. 
tenable for six months, and recognized under 
Pre-registration service scheme Also recognized 
for F.R 

The Royal Infirmary, UM beds) 
RESIDENT HOUSE SU URGEONS (Three) 
Vacant January 15, January 16 and February |. 
tenable for six months, and recognized under pre- 
registration service scheme Also recognized for 
FRCS 
Applications, with the names of two referees, 
to Group Secretary, the Royal Infirmary, Bolton. 

(Pr. 3025) 


BROMSGROVE GENERAL HOSPITAL 
Worcestershire (423 beds) 


ron are invited for the pre-registration 
post of 
HOUSE SURGEON 
at the above hospital. Post vacant January, 1958 
Application, with the names of three referees. to 
the Hospital Secretary (Pr 9941) 


CANADIAN RED CROSS MEMORIAL HOSPITAL 
Taplow, near Maidenhead 


HOUSE SURGEON 
required for post vacant January 3. Pre-registra- 
tion post. Applications, stating age, qualifications 
(with dates), and copies of two testimonials, to 
Secretary. (Pr.9624) 
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BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE SURGEONS (three) 

Applications are invited for three pre-registration 
posts mm gencral surgery which will be falling vacant 
during January and February. 1958 Two of the 
posts are at Bury General Hospital and the third 
at Rossendale Gencral Hospital! Apply, stating 
age, qualifications and other detaiis, to the Group 
Secretary at Bury General Hospital, Bury. Lancs 
(Pr.9797) 


CANADIAN RED CROSS MEMORIAL 
HOSPITAL, Taplow, or. Maidenhead 


HOUSE SURGEON 
required tor post vacant January 21. Pre-registra- 
non post Applications, stating age. qualifications 
with dates, and cop.es of two testimonials, to Secre- 
tary (Pr.9974) 


CHELMSFORD AND ESSEX HOSPITAL 
(161 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
Pre-registration post, and offers good surgical 
experience. Recognized for the F.R.C.S Appli- 
cations. together with two recent testimonials, 
to the Secretary, Chelmsford Hospital Management 
Commitice, London Road, Cheimsford (Pr.7173) 


CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal lofirmary 


Applications are invited for the post of 
HOUSE SURGEON (General) 
vacamt January 17, 1958 The post is recognized 
for F.R.C.S. and pre-registration service. Appli- 
cations, giving full details, together with the names 
and addresses of two referees, should be forwarded 
to the Hospital Secretary (Pr.9792) 


DRYBURN HOSPITAL, Durham (303 beds) 


HOUSE SURGEON (General Surgery) 
Approved pre-registration appointment, and recog- 
nized under the F.R.C.S, reaguiations. Post vacant 
February 1, 1958. Apply, with names and addresses 
of two referees, to Group Secretary, Dryburn 
Hospital, Durham. (Pr.3067) 


DUDLEY ROAD HOSPITAL, Birmingham, 18 
(77. 


S beds) 


TWO HOUSE SURGEONS 
(General Surgery) 
Recognized for pre-registration and F.R.CS 
Vacant January 4 and 8. 1958. Each appointment 
is in a unit of approximately 85 adult and children’s 
general surgical beds, under control of two Con 
sultant Surgcons Applications, marked House 
Surgeon, to the Group Secretary, enclosing copies 
of two recent testimonials (Pr.9731) 


EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's Hospital (261 beds) 
Princess Alice Hospital (120 beds) 


Applications are invited for three pre-registration 

posts of 
HOUSE SURGEON 

for General Surgery in these two busy. well 
equipped hospitals, vacant now Recognized by 
Royal College of Surgeons. Staff of nine House 
Officers Applications, stating age, nationality. 
qualifications, and experience, with copics of two 
recent testimonials, to the Group Secretary, 29. 
Bedfordwell Road, Eastbourne (Pr 9666) 


GLOUCESTERSHIRE ROYAL HOSPITAL 
Southgate Street, Gloucester 


HOUSE SURGEON 
required. Post vacant on or about January |. 
1958 Excellent general surgical experience 
Recognized for pre-registration service and F.R.C.S 
Applications, naming two referees, to Group Secre- 
tary (Pr. 3185) 


HASTINGS-—-ROVAL EAST SUSSEX HOSPITAL 
(150 beds) 


Applications are invited for the post of 
SURGEON 
(pre-registration), vacant now This hospital is the 
main surgical hospital in the Hastings areca and 
the post offers excellent experience. Apply imme- 
diately, with two testimonials or names of two 
referees, to the Administrator of the hospital 
(Pr.9975) 
HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE SURGEON 
require’, 50 surgical beds, new operating theatre. 
out-patient and casualty departments Preference 
given to applicants secking pre-registration post 
under Medical Act, 1950. Applications, with copies 
of three testimonials and name and address of 
one referee, to Hospital Secretary. (Pr. 3103) 
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HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 
Applications ate invited for the undermentioned 
appointments 
HOUSE SURGEON 
General (first or second post To commence as 
soon as possible 
HOUSE SURGEON 
General. gynaccology and obstetrics (first or second 
post) To commence December 13, 1957, of as 
soon after that date as possible 
Pre-registration posts. Recognized under F RCS 


regulations. Applications to Group Secretary, Hert- 
ford H.M<& County Hospital. Hertford, Herts 
(Pr 9507) 


KENT AND SUSSEX HOSPITAL 
Tunbridge Wells (303 beds) 


Tunbridge Wells Group Hospital Management 
Committee 


HOUSE SURGEON 
pre-registration (male or female), required. General 
surgcry Vacant January 17 Apply, giving age. 
qualifications, experience. and copies of two recent 
testimonials, to Hospital Secretary (Pr.9825) 


KIDDERMINSTER AND DISTRICT GENERAL 
HOSPITAL, Worcestershire (112 beds) 


Applications are invited for the pre-registration 
post of 
HOUSE SURGEON 
at the above hospital Applications, with the 
names of three referees, to the Hospital Secretary 
(Pr. 9942) 


KING EDWARD VII HOSPITAL, Windsor 


HOUSE SURGEON 
in genera’ surgery required, male or female, for 
post vacant January 18 Pre-registration post 
recognized for F.R-C.S. Applications, stating age. 
nationality, qualifications with dates, and copies of 
recent testimoma's, to Secretary (Pr.9976) 


LEEDS REGIONAL HOSPITAL BOARD 


HOUSE SURGEONS 
Recognized pre-registration posts will be avail- 
able for the six months commencing February 1. 
1958, in the following hospitals approved under 
the Medical Act, 1950: 
*Countvy Hospital. York (222 beds)—2 vacancies 
*City Hospital, York (180 beds)}—1 vacancy 
Victoria Hospital for Sick Children, Hull (143 
beds)—1I vacancy (Recognized for D.C.H.) 


*Westwood Hospital. Beveriey (202 beds) 
1 vacancy 

*East Riding General Hosnital. Drifficld (249 beds) 
1 vacancy 

*Pontefract General Infirmary (100 beds) 
1 vacancy. 


*Clayton Hospital, Wakefield (200 beds) 
2 vacancies 
*Pinderficlds General Hospital, Wakefield (663 beds) 
4 vacancics 
Dewsbury a9 beds) 
vacancy 
*Huddersficid Royal Infirmary  beds)— 
2 vacancies 
Roval Ha'ifax Infirmary (301 beds)}—1 vacancy 
*Bradford Roya! Infirmary (507 beds)}—3 vacancies 
*St. Luke's Hospital, Bradford (828 beds) 
2 vacancies 
*Victoria Hospital. Keighley (139 beds)}—1 vacancy 
Otley General Hospital (170 vacancy. 
*St. James's Hospital, Leeds (1.539 beds)— 


General Hospital 


vacancies 
*Harrogate General Hospital  beds)— 
1 vacancy 


*Recognized for FRCS. 

Application forms can be obtained from the 
Secretary to the Board, Park Parade, Harrogate. 
or from the Dean, Schoo! of Medicine, Thoresby 
Place. Leeds. 2, and should be returned to cither 
of the above-named as soon as possibic Apnii- 
cation may be made in advance of results of final 
examination. Candidates wishing to anply for posts 
at more than one hospital should comp'ete a 
separate form in respect of cach hospital 

(Pr. 3026) 


LINCOLN NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE 


County Hospital, Lincoln (200 beds) 


Anolications are invited pre-registration 

candidates for annointments as 
HOUSE SURGEONS 

in January and February, 1958. for six months, to 
be followed, if satisfactory, by appointment as 
House Physician for qa further six months Full 
particulars should be forwarded to R. W Howick 
Grour Secretary (Pr 9590) 


LUTON AND DUNSTABLE HOSPITAL 
Laton, 


TWO HOUSE SURGEONS 
posts vacant January 1, 1958, and tenable for six 
months. Recognized as pre-registration posts a 
for F.R.C.S. Applications to the Secretary of the 
hospital by December 23, 1957. (Pr.9891) 
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MAIDENHEAD HOSPITAL, Berkshire 


Applications invited for post of 
HOUSE SURGEON 
vacamt December 15. Pre-registration post. Appli- 
cations, stating age, qualifications and nationality, 
with names of three referees, to Secretary. (Pr.9626) 


NEW CROSS HOSPITAL, Wolverhampton 
(634 beds) 


PRE-REGISTRATION HOUSE OFFICERS IN 
GENERAL SURGERY 

Vacant January Applications to Hospital Secre- 

tary. (Pr.9943) 


NEWMARKET GENERAL HOSPITAL, Suffotk 


Applications are invited for the post of 
HOUSE SURGEON 
vacant January 21, 1958 Duties include surgical 
house charge of gencral surgical and some eye 
cases. Post resident, and available for six months 
Recognized for pre-registration Applications, with 
copies of three testimeniais, to Medical Superin- 
tendent (Pr 9798) 


NEWPORT (MON) HOSPITAL GROUP 


PRE-REGISTRATION HOUSE SURGEONS 
appointments are vacant on February | or a little 
earlier All recognized F.R.C.S. and cover about 
1-35 beds 

Royal Gwent Hospital, Newport (264 beds) 
Three posts, 

St. Woolos Hospital, Newport (379 beds). One 
post. 

Pontypool and District Hospital. Pontypool, 
Mon. (126 beds). One post 

Write, quoting two referees and post preferred, 
to T. A. Jones, Group Secretary, 64, Cardiff Road, 
Newport, Mon (Pr.3027) 


NOTTINGHAM GENERAL HOSPITAL 


RESIDENT PRE-REG'STRATION HOUSE 
SURGEONS 
required February 4 and February 5. Applications 
Stating age, qualifications and experience, together 
with copies of testimonials, to be sent to the Group 
Secretary, (Pr.9301) 


PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


HOUSE SURGEONS 
required Preston Royal Infirmary (2), vacant 
January |, 1958. (One with duties neurosurgery.) 
Sharoe Green Hospital (1), vacant February 1, 1958 
All pre-registration posts and recognized for 
FRCS Applications, with names of three 
referees, to the Group Secretary, Royal Infirmary, 
Preston, Lanes (Pr.9977) 


QUEEN VICTORIA HOSPITAL, East Grinstead 
RESIDENT HOUSE OFFICER 


mate or female, required on January 1, 1958, for 
gencral hospi-al Appointment for six months in 
first instance. Recognized for pre-registration pur- 
poses and for F.R.C.S. examination. Apply. stating 
age, experience, with three referees, to Hospital 
Secretary (Pr.9389) 


REDHILL COUNTY HOSPITAL 


RESIDENT HOUSE SURGEON 
First or second pre-registration appointment, 
vacant January, 1958 Recognized for F.R.C.S 
House Physician appointment to follow if required 
Apply to the Group Secretary, Redhill H.M.C.. 
Eariswood Mount, Pendicton Road, Redhill, Surrey 
(Pr.9944) 


ROYAL CORNWALL INFIRMARY (220 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
vacant January 1, 1958. The post is recognized 
for pre-registration purposes Applications, stating 
nationality, age, qualifications and experience, 
together with copies of two recent testimonials, to 
be addressed to the Hospital Secretary, Royal 
Cornwall Infirmary, Truro (Pr 9592) 


ROYAL INFIRMARY. Durh Road, Sunderiand 
(300 beds) 


HOUSE SURGEON 
The post, vacant on January 4, is recognized for 
pre-registration experience Apply to Hospital 
Secretary, giving names and addresses of two 
referees (Pr 3056) 


SOUTHPORT GENERAL INFIRMARY (189 beds) 
(Recognized for pre-registration and F.R.C.S.) 
HOUSE SURGEON (General Surgery) 

Post vacant carly January Apply, with two copy 
testimonials, to Group Secretary. Southport and 
District H.M.C.. Promenade Hospital. Southport 

(Pr.9717) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 34 
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Surgery—contd. 


RUSH GREEN HOSPITAL, Romford, Ewex 
(301 beds) 


at 
required from January 1958 Post is recognized 
for pre-registration purposes and for F.R.C.S. Ap- 


RESIDENT HOUSE OFFICER—GENERAL 
SURGERY 


plications should be forwarded immediately to 
Medical Superintendent, stating also names of two 
referees (Pr.9241) 

Albans, Herts 


ST. ALBANS CITY HOSPITAL, St. 
(384 beds) 


HOUSE SURGEON 
(House Officer grade) required for one of the two 
surgical teams from December 19, 1957 (Post 
recognized for F_R.C.S.) Preference given to candi- 
dates secking post under the Medical Act, 1950 
Applications to Secretary, Mid-Herts Group Hos 
pital Management Committee, Bieak House. 
Catherine Street, St. Albans (Pr.9986) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Salisbury General Hospital 


Applications are invited | for the appointment of 
RESIDENT HOUSE SURGEON /HOUSE 
PHYSICIAN 
to run consecutively in this order from January 1. 
1958, for a period of six months in each post. The 
post is open to pre-registration candidates Apply 
naming two referees, to Group Secretary, Odstock 
Hospital, Salisbury (Pr.3028) 


SALISBURY GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


Salisbury General Hospital 


Applications are invited for the appointment of 
RESIDENT OBSTETRIC AND 
GYNAECOLOGICAL HOUSE SURGEON 
(Recognized by R.C.0.G.)/HOUSE SURGEON 
for a period of six months in cach post, commenc- 
ing with House Surgeon post. The posts are open 
to pre-registration candidates Apply immediately 
giving names and addresses of two referees, to 

Group Secretary, Odstock Hospital, Salisbury 
(Pr.9916) 


SOU THPORT AL beds) 
F. 


pre-regts 


HOUSE “st RGEON 
(General Surgery and Gynaecology) 
Post vacant carly January Apply, with two copy 
testimonials, to Group Secretary, Southport and 
District H.M.C.. Promenade Hospital, Southport 
(Pr.9718) 


MANAGEMENT 
EE 


TEES-SIDE HOSPITAL 
COMMITT 


Ayresome Green 


General Hospital 
Middlesbrough (305 beds) 


Lane, 
Applications are invited for the appointment of 
HOUSE OFFICER (General Surgery) 
at the above hospital The post is recognized for 


pre-registration service under the Medical Act. 1950. 
Applications, stating full details, and giving two 
names for reference, should be addressed to the 
Hospital Secretary (Pr. 8911) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 
Stockton avd Thornaby Hospital, Stocktoa-on-Tees 
beds) 


Applications are invited for the appointment of 
HOUSE OFFICER (Surgical) 

at the above-named hospital The appointment, 

which is vacant in January, 1958. is recognized for 


pre-registration service wader the Medical Act, 1950 
Applications, stating full details and giving two 
names for reference, should be addressed to the 


Hospital Secretary (Pr.9627) 


THE GUEST HOSPITAL, Dudley (154 beds) 
HOUSE OFFICER (Surgical) 


Pre-registration Post now vacant Apply 
Group Secretary, Guest Hospital, Dudley, Worces- 
tershire (Pr.6408) 


TORBAY HOSPITAL, Torquay (166 general beds) 
RESIDENT HOUSE OFFICER (Sergical) 
(male or female) required approximately December 
15. 1957. Post recognized for F.R.C.S. and pre- 
registration purposes There is a complement of 
six Resident House Officers. Applications, stating 
qualifications, nationality. and age, together with 
copy 
the Group Secretary, Torquay District 
Management Committee, Torbay Hospital, 

S. Devon 


testimonials (quoting reference F.955 /84), to 
Hospital 
Torquay, 
(Pr.8145) 
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UPTON HOSPITAL, Slough 


HOUSE SURGEON 


required, one of two. Pre-registration post. Appli- 
cation, with names of two referees, to Secretary. 
(Pr.9945) 


WALSALL HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for the following 
appointments 
Manor Hospital (340 beds) 
HOUSE SURGEON 
General Hospital (181 beds) 
HOUSE SURGEON 
Recognized pre-registration Applications. together 


with names of two referees, to Group Secretary, 


Walsall General (Sister Dora) Hospital. (Pr.9683) 
WANSBECK HOSPITAL MANAGEMENT 
COMMITT 


Ashington Hospital (52 beds) 
Applications are invited for the post of 

HOUSE OFFICER 
vacant January 7, 1958, 
This is a pre-registration post, and the 
is predominantly surgical, but some medical 
duties will need to be undertaken. House avail- 
able for married man Applications, with full 
particulars and names of referees, to be sent as 


becoming or possibly 
earlier 


work 


early as vossible to the Group Secretary, Wans- 
beck Hosp tal Management Committee, 12, Staniey 
Street, Blyth, Northumberland (Pr. 3089) 


WEST BROMWICH AND DISTRICT HOSPITALS 
MANAGEMENT COMMITTEE 


Applications are invited for the following 
appointments. Pre-registration 


West Bromwich and District General Hospital 
(144 beds) 
ONE HOUSE SURGEON 


Haltam Hospital (430 beds) 

TWO HOUSE SURGEONS 
These posts wil] be vacant January 8, 1958. Appli- 
cations, with three recent testimonials, to Group 
Secretary, West Bromwich and District HM.C.. 
Edward Street, West Bromwich (Pr.9774) 


WEST HERTS HOSPITAL. Hemel Hempstead, 
Herts 


HOUSE SURGEON 
(pre-registration) required Applications. giving 
full details and two names for reference, should be 
sent to the Hospital Secretary as soon as possible 

(Pr.9820) 


WOOLWICH GROUP HOSPITAL MANAGE- 
MENT COMMITTEE 


HOUSE SURGEONS 
Five posts vacant January |, three at Memorial 
Hospital, Woolwich, two at St. Nicholas’ Hospital, 
Plumstead. All recognized for F.R.C.S. and 
approved for pre-registration service. Apply to 
Group Secretary, Memoria! Hospital, Woolwich. 
(Pr.9726) 


THORACIC SURGERY 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SUPERNUMERARY SENIOR REGISTRAR IN 
THORACIC SURGERY 
Harefield Hospital, Harefield, Middlesex (616 beds, 
including 86 for thoracic surgery, 430 for twhbercu- 
losis, and 100 for general medicine and surgery) 
Applications are invited from practitioners from 
overseas (particularly the Commonweaith) with con- 
siderable experience in general surgery, who wish 
to have a period of training in thoracic surecry in 
England, with the intention of returning subse- 
quently to their own country Training may in- 
clude a period spent at Clare Hall Hospital, South 
Mimms. Appointment in the first instance for one 
year, with eligibility for one further year. Resident 


accommodation availabic, but appropriate deduc- 
tion will be made. Hospital may be visited by 
direct appointment if practicable Application 


forms obtainable from, and returnable to, Group 
Secretary, Hareficld and Northwood Group H.M.C., 


Mount Vernon Hospital, Northwood, Middlesex, 
by December 28, 1957 (3097) 
Birmingham, 9 


YARDLEY GREEN HOSPITAL, 
Thoracic Surgical Unit (66 beds) 


VACANCY FOR SENIOR HOUSE OFFICER 
No previous experience in thoracic  surgcry 
necessary Applications, stating age, qualifications, 
training and experience. together with names of 
two referees, to be addressed to _ Group Secretary, 
Yardicy Green Hospital, Bir (9749) 


UROLOGY 
THE UNITED LEEDS HOSPITALS 


The General Infirmary at Leeds 
REGISTRAR IN UROLOGY 
required for a period of one year in the first 
instance. Renewable for second year. Post offers 
good experience cither to candidates having already 


embarked upon training in gencra!l surgery or to 
those who wish to specialize in urology Whitley 
conditions of service apply Applications, stating 


age, experience, qualifications, previous posts (with 
dates), and three names for reference, should be 
sent to the Sub-Dean, the Medical School, Leeds 
2. as soon as possible (3050) 


ROYAL INFIRMARY. Durham Road, Sunderland 
(300 beds) 


HOUSE OFFICER or SENIOR HOUSE OFFICER 
(malic) according to experience, required for duties 
in gxynaecology and urological units Post vacant 
December 24. Provisionally registered practitioners 
may apply. Apply to Hospital Secretary, giving 
the names and addresses of two referees (3053) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 34 


PUBLIC HEALTH 


COUNTY BOROUGH OF GREAT YARMOUTH 


DEPUTY MEDICAL OFFICER OF HEALTH 
SCHOOL MEDICAL OFFICER 
DEPUTY PORT MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners, holding a qualification in public 
health. for the above supcrannuable appointment 
Candidates should have had experience in genera! 
public and schoo! health work and be capable of 
assuming full responsibility for the Health Depart- 
ment in the absence of the Medical Officer of 
Health. Experience in infectious diseases and the 
ascertainment of educationally subnormal pupils will 
be considered additional qualifications. The salary 
will be within the scale £1,266 per annum, rising 
by annua! increments of £55 to a maximum of 
£1,596, plus a car allowance which at present is 
at the rate of £180 per annum. The appointment 
may be terminated by three months’ notice on 
either side. Housing accommodation will be made 
available by the Council if required Further 
details regarding the appointment and the sub- 
mission of applications may be obtained from the 
undersigned, by whom applications should be 
received mot later than December 28. 1957.—Farra 
Conway, Town Clerk, Town Halli, Great Yarmouth 

(9821) 


COUNTY BOROUGH OF GATESHEAD 


DEPUTY MEDICAL OFFICER OF HEALTH 
AND DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER 


Applications for the above appointment are 
invited from registered medical practitioners who 
hold a Diploma in Public Health Candidates 
should have had experience in all branches of the 
Public Health and School Health Services. Salary 
£1,380 by £55 (4) to £1.600 by £50 (1) to £1,650 
per annum. The appointment is supcranquabic. 
subject to medical examination, and is terminabic 
by three months’ notice on cither side. A list of 
the duties of the office may be obtained from the 
Medical Officer of Health, Greenesficid House, 
Mulgrave Terrace, Gateshead, to whom applica- 
tions, stating age and experience and accompanicd 
by the names of not more than three persons to 
whom reference can be made, should be sent in 
envelopes endorsed “Deputy Medical Officer ~ 
within 14 days of the appearance of this advertise- 
ment.—-C. D. Jackson, Town Clerk, Town Hall, 
Gateshead, 8. C3158) 


COUNTY BOROUGH OF MERTHYR TYDFIL 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER OF HEALTH AND SCHOO! 
MEDICAL OFFICER 
Applications are invited from registered medical 
practitioners (male), under the age of 45 years, for 
the above appointment The possession of a 
Diploma in Public Health is not necessary, but 
will be an advantage. The general conditions of 
service will be in accordance with the recommenda- 
tions of the Whitley Council for the Health Ser- 
vices (Great Britain), Medical Council “C 
the salary range will be from £1,050 to £1,475 
per annum. Duties will be carried out under the 
general direction of the Medical Officer of Health 
and will include school medica! services and other 
public health work. For those not in possession 
of the Diploma of Public Health an opportunity 
will be afforded to take the part-time course at 
the University of Wales. Applications, together 
with two testimonials. should be forwarded to the 
undersigned not later than Monday. January 6. 


1958.—Siagned, T. H. Stephens, Medical Officer of 
Health and Principal School Medical Officer. 
Department of Public Health, Town Hall, Merthyr 
Tydfil. (3187) 
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COUNTY COUNCIL OF THE WEST RIDING 
OF YORKSHIRE 
APPOINTMENT OF ASSISTANT COUNTY 
MEDICAL OFFICER AND SCHOOL MEDICAL 


1957 


OFFICER 
Applications are invited from registered medical 
practitioners, men or women, for the post of 


Assistamt County Medica! Officer and School Medical 
Officer in the Casticford area of the County. The 
Assistant will be on the staff of the County 
Medical Officer's Department but wil! work under 


the administrative direction of the Divisional 
Medica! Officer for the area. The duties will be 
mainly clinical in the School Health and Infant 
Welfare Services, but other County health duties 


may be included by the Divisional Medical Officer 
The scale of salary is £1,050 to £1,475 per annum 
A minimum of three years’ experience since quali- 
fication is desirable, and the possession of a 
Diploma in Child Health wil] be an advantage 
Travelling and subsistence allowances according 
to the County Council's scale are payable in 
addition to salary. The post is supcrannuable, and 


the successful applicant will be required to pass 
a medical examination as to physical fitness 
Forms of application can be obtained from the 


undersigned, to whom they should be returned not 


later than December 30. 1957.-}. Wood-Wilson, 
County Medical Officer, County Hall, Wakefield 
(3138) 


COUNTY OF NORTHUMBERLAND 


JOINT APPOINTMENT OF AREA EXECUTIVE 
MEDICAL OFFICER for the South-East Area, and 
MEDICAL OFFICER OF HEALTH for the 
of Whitley Bay and the Urban Districts 

of Longbenton and Seaton Valley 

Applications are invited from registered medical 
practitioners for the joint appointment of Area 
Executive Medica! Officer for the South-East Arca 
and Medical Officer of Health for the Borough of 
Whitley Bay and the Urban Districts of Longbemton 
and Seaton Valley. 

The salary for the joint appointment will com- 
mence at £1,928 15Ss., rising by four annual incre- 
ments of £65, and one of £25 to £2,213 14s. plus a 
travelling allowance in respect of a motor car not 
exceding 12 h.p. The person appointed will be 
required to give his, or her. whole time to the 
duties of the joint appointment and must not engage 
directly or indirectly in private practice The ap- 
pointment is subject to the provisions of the Local 
Government Superannuation Acts, to the National 
Conditions of Service, and to three months’ notice 
in writing on cither side. and the successful candi- 
date will be required to pass a medical examination. 

Application forms and further particulars may be 
obtained from the Clerk of the County Council, 
County Hall, Newcastic upon Tyne, 1. to whom 
applications must be submitted not later than De 
cember 23, 1957 (9850) 


Kingswood and Mangotsfield Urban Councils and 
Sodbury and Warm'ey Rural Councils 


APPOINTMENT OF DIVISIONAL MEDICAL 
OFFICER OF HEALTH AND MEDICAL 
OFFICER OF HEALTH 
Applications. are invited for the above post 
which is whole-time and involves an approximately 
equa} distribution of duties between the County 
Council and the four County District Councils 
The salary is im accordance with the Medical 
Council of the Whitley Council for the Health 
Services and is £918 15s., rising by one annual 
increment of £31 Ss. and seven of £34 7s. 6d. to 
£1,190 12a 6d in respect of County Council duties, 
and £975, rising by four annual increments of 
£27 Ws. and one of £25 to £1,110 in respect of 
District Council duties The selected candidate 
will be required to provide a motor car ; travelling 
expenses payable on approved scale. The appoint- 
ment is superannuable and the passing of a medica! 
cxamination will be necessary Applicants must 
hold a Diploma in Public Health, and in respect 
of the County Council duties will act under the 
direction of the County Medical Officer of Health 
The appointment will be subject to three calendar 


months’ notice, in writing, on either side. Appli- 
cations, stating age, qualifications and previous 
experience, together with the names of two persons 


to whom reference may be made, should be sent 
to Clerk of the South Gloucestershire (M.O.H.) 
Joim Committee, the Council Offices, Hollow Road. 
Kingswood, Bristol, not later than January 4, 1958. 


Guy H. Davis, Clerk of the County Council 
J. H. Dearniey, Clerk of the South Gloucester- 
shire (M.O.H.) Joint Committee (9988) 

UN 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICER 


Applications are invited from candidates posses- 
sing the D.P.H. or D.C.H. Main duties will be 
in connection with the school health and maternity 
and child welfare service. Salary according to 
experience. on the scale £1.050 by £50 to £1,200 
by £55 to £1,475 per annum. The appointment is 
subject to the provisions of the Local Government 
Superannuation Acts, 1937/1953, and to three 
moaths’ notice on cither side. Application form, 
from the County Medical Officer. County Hall, 
Kingston-upon-Thames, to be returned by Decem- 
ber 28, 1957. (9989) 
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ADMINISTRATIVE 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited from qualified medical 
Practitioners for the whole-time post of 
SENIOR ADMINISTRATIVE MEDICAL OFFICER 
at a salary of £2,900 by £140 (5) to £3,600 per 
annum, subject to N.H.S. (Superannuation) Regu- 
lations. Post vacant August 1, 1958. The duties 
will be to act as adviser to the Board on the 
planning, organization and staffing of the hospital 
and specialist services of the Region, and such 
administrative and executive functions as may be 
assigned to him Applications, together with the 
names of three referees. should be addressed to 
the Secretary of the Board (from whom further 
particulars of the post may be obtained), at Ila, 
Portland Place, W.1, by December 31. Canvassing 
will disqualify (9729) 


GOVERNMENTAL 
MEDICAL OFFICER (PART-TIME), PERTH 
PRISON 


Work includes visits of approximately one hour 
daily except Sundays: emergency calls: occasional 
hygiene inspections and reports M.O. must 
supply a deputy when he is not available. Salary 
£600 per annum (not superannuabic). Application 


forms from the Director of Prison and Borstal 
Services Government Buildings, Broomhouse 
Drive, Saughton. Edinburgh, 11. (3031) 


COMMERCIAL APPOINTMENTS 


PARKE, DAVIS & COMPANY 
LIMITED 


seek to extend their 


CLINICAL 
INVESTIGATION 
DEPARTMENT 


Applications are therefore invited from 
medically qualified personne! for this 
purpose The duties involved include the 
direction of clinical investigation on poten- 
tial mew drugs in Britain and Evurope. 
Applicants must be well qualified. age 
about 30-40, active. and with a broad range 
of medical interests. Experience in clinical 
research would be an advantage, as would 
some knowledge of European languages 
Salary paid would depend on qualifications, 
experience, etc., but would not be less than 
£1,750 per annum. A comprehensive 
pension plan is in operation. Application, 
with full details of career, etc., should be 
made to the Deputy General Manager. 
Parke, Davis & Company, Limited, Staines 
Road, Hounslow. 


INDUSTRIAL APPOINTMENTS 


the B.M.A. 

Medical Officers (as 

revised by the Annual Representative a 

1957), which is available on request from 
Secretary 


Attention to. 


WANTED. ASSISTANT MEDICAL OFFICER 
(preferably about 30 years of age) for large chemical 
factory in Yorkshire. Exceptional opportunities for 
young man keen on toxicology and general indus- 
trial medical practice. Salary according to quali- 
fications and experience, minimum £1,400 per 
annum. Applications, in writing, to Staff Depart- 
ment, Imperial Chemical Industries Limited, Dye- 
stuffs Division, Hexagon House, Blackley, Man- 
chester, 9. (9802) 


ESSO PETROLEUM COMPANY, LIMITED, have 
a vacancy in their Medical Department for an 
Industrial Hygiene Engineer. His function will be 
to investigate and advise on all health hazards 
arising from the Company's operations, including 
the handling and use of products Candidates 
should hold a degree or its equivalem in Chemical 
Engineering. Chemistry or a similar field. Experi- 
ence or training in industrial hygiene or sanitary 
engineering would be an advantage Candidates 
between ages 25-35 may write for further particulars 
to Personne! Manager, Esso Petroleum Company. 


Limited, 16, Charles If Street, Haymarket, S.W.1. 
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IMPERIAL CHEMICAL INDUSTRIES LIMITED. 
Alkali Division, Winnington, Northwich, Cheshire 
requires Full-time Assistant Medical Officer (Maic). 
under 40 years of age, at their Chemical Works at 
Northwich, Previous experience in industry desir- 
able. Compulsory pension scheme. Profit-sharing 
Scheme. Housing available. Commencing salary 
according to age and experience, to be discussed 
at interview, but not less than £1,400 per anoum 
Engagemem subject to satisfactory medical and 
X-ray examinations and references. Write tw Staff 
Manager for official application form. (9917) 


REPUBLIC OF IRELAND 
LOCAL APPOINTMENTS COMMISSION, 


Dublin 


VACANCIES FOR ANAESTHETISTS 

1. ANAESTHETIST (Who'e-time) 

Western Health Institutions Board 
Inclusive salary £2,114 Essential qualifications 
include (a) a recognized diploma in anaesthetics or 
equivalent, and (b) five years’ specialization in the 
practice of anaesthetics and experience in the 
administration of anaesthetics for thoracic surgical 

cases 
2. ANAESTHETIST (Whole-time) 
of Public Assistance for the South Cork 
Public Assistance District 
Inclusive salary £2,114. The person appointed may 
undertake, if offered, qa university teaching appoint- 
ment. Essential qualifications include (a) a recog- 
nized diploma in anaesthetics or equivalent, and 
(b) five years’ specialization in the practice of 
anaesthetics 

3. ANAESTHETISTS (Part-time) 
(a) Tipperary (S.R.), (b) Cavan County Councils 
Basic salary for each post £809. Additional pay- 
ment for attendance exceeding 1S hours a weck 


Board 


Essentia! qualifications include (a) a recognized 
diploma in anaesthetics or cquivalent,. and (b) 
adequate experience in administration of 


anacsthetics 
Application forms and further particulars from 
the Secretary, 45, Upper O'Connell Street, Dublin 
Latest time for receiving completed application 
8. 


forms, 5 p.m. on January 7, 195 (3136) 


OVERSEA (Vacant) 


FOR SALE.—ESTABLISHED MEDICAL PRAC- 
TICE in desirable South Island area, New Zealand 
Gross turnover approximately £6,000 Practice 
includes plant and equipment and interest in clinic 
Also house and contents Approximately £8,000 
capital required. Vendor would assist with finance 
Replies to “* Medical Practice,” c/o Charles Haines 
Advertising Ltd. P.O. Box 1490, Wellington, New 
Zealand 


WELL-ESTABLISHED EYE PRACTICE FOR 
SALE in one of the main centres of the Rhodesias 
Interview can be arranged in London.—Box 1392. 
B.MJ 


WANTED: FULLY TRAINED GYNAECOLOGIST 
and Obstetrician possessing the higher degrees to 
join a Clinic group in a Prairie medical centre in 
Canada. Please submit application and full details 
of training and experience, with the names of three 
referees. as soon as possible, to Box 1263, B.MJ. 


PRINCIPAL M.O. REQUIRED FOR A LARGE 
group of Tea Gardens in North-East India carly 
May, 1958, for six months. Operating Surgical ex- 
perience requiced. Would suit man reading for 
fina! F.R.C.S. Furnished bungalow, servants, and 
transport provided. Free return passages for doctor 
and wife. Apply, with full details, qualifications, 
and experience and recent testimonials, to Box 
1486, 


CATHOLIC MISSION HOSPITALS. VACAN- 
CIES in East and West Africa and India.—Apply 
Secretary, Damien Society, 47, Fitzwilliam Square, 
Dublin. (7130) 


(FEMALE) REQUIRED 
with paediatric experience ; age preferably between 
26-40. Contract one year, renewable. Salary £1,000 
per annum Maintenance, cquipment allowances 
and fares paid. One month's holiday per year. 
Duties in Pusan, Korea. Apply Foreign Relief 
Secretary, Save the Children Fund, 12, Upper 
Belgrave Street, S.W.1. Telephone SLOanc 


KOREA.—DOCTOR 


ASSOCIATE PATHOLOGIST, IMMEDIATE 
opening, 225-bed General Hospital, A.M.A. ap- 
proved for internships and residenices. Must be 
experienced in surgical pathological anatomy and 
post-mortem examinations Salary depends upon 
training and experience. Starting range $10,000 to 


$12,000. Write, airmail, to William K. Turner, 
Director, Newport Hospital, Newport, Rhode 
Island. (3160) 
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Oversea (Vacant)—contd. 


BASUTOLAND AND SWAZILAND 
PROTECTORATES 


MEDICAL OFFICERS 
with qualifications registrable in United Kinadom 
required for general duties RR” practitioners 
ie practitioners liable for call-up under the 
National Service Acts, may apply, and if appointed 
will be granted indefinite deferment of call-up on 
compiction of a minimum period of two years 
Appointment on two years’ probation to the 
pensionab'c stablishment Salary £940 to 1.515 
» year. starting point determined by age and 
experience Following also payabic (a) Cost of 
living allowance of 1541 of salary up to a maxi- 
mum of £170 10s q year for married officers, and 
half this rate for single officers (b) Education 
allowance (up to three children under the age of 
18 attending school outside territory) of £120 a 
vear for first child, £96 for second and £72 for 
third Free passages for officer, wife and up t 


thre children Local leave permitted and 
gencrous home icave granted after cach tour of 
% months Income tax at low local rates Appli- 


cation forms from Director of Recruitment 
Colonial Office London S.W.1 (quoting BCD 
117/76 Ot) (3141) 


COUNCIL OF EUROPE 
MEDICAL FELLOWSHIPS, 1958 


The Councit of Europe is again offering a small! 
number of Fellowships for the study of medica 
and surgical techniques in countrics members of 


th Counci Fellowships will be available for at 
least three months and not exceeding 12 months 
Travelling expenses and a monthly stipend will be 
paid by the Council Forms of application and 


further information may be obtained from the 
Ministry of Health, Division SA, Savile Row, W.! 
The closing date for return of completed forms 
of application is January 15, 1958 (9743) 


FLLIS HOSPITAL, SCHENECTADY, NEW 
YORK, UNITED STATES, « general acute hos 
pital containing 358 adult beds and 50 bassincts 
has vacancies for Rotating Internships beginning 
July 1. 1958 Ellis Hospital is affiliated with Albany 
Medical College and is fully accredited by the Joint 
Commission on Accreditation of Hospitals Each 
training programme is approved by the Council 
on Education of the American Medical Association 
Appointments are made on the Exchange Visitor 
Programme or on Immigramt Visas The stipend 
for this position is $1,500 per annum, plus full 
maintenance Direct letters of inquiry to George 
William Graham, M.D., Director, Ellis Hospital 
Schenectady, 8. New York, United States. (8700) 


GOVERNMENT OF THE FEDERATION OF 
NIGERIA 


MEDICAL OFFICER OF HEALTH 
required for administration of Public Health and 
control of sanitary matters, or if posted to s€a- or 
airport, the duties of Port Health Officer. May be 
required to perform general duties of Medical and 
Health Officer and other duties in connection 
with epidemic discases Must possess medical 
qualification registrable in United Kinedom and 
DPPH Appointment: (a) on short-term contract 
with inclusive sa'ary from to £2,286 per 
annum On completion of contract gratuity (tax- 
able) is paid of €37 10s. for cach completed period 
of three months’ service (including leave) 
from National Health Service with inclusive salary 
from £1,326 to £1.950 per annum, candidate retain- 
ing «superannuation rights and receiving gratuity 
(taxable) of 20 of ageregate of salary. Quarters 
at low rental. Free return passages for officer and 
wife, Return passages for children to age 18, pro- 
vided cost docs not exceed that of two adult re- 
turn passages in any one tour of service. Children’s 
(separate domicile) allowance of £75 a year for 
each child under 18, ceasing if children join 
parents in Nigeria Income tax at local rates 
Local leave permissible and gencrous home icave 
after cach tour Application forms from Director 
of Recruitment, Colonia} Office, London, S.W.1 
(quoting BCD 1117/14/07) (3140) 


PRINCESS MARGARET HOSPITAL FOR 
CHILDREN, Perth, Western Austratia 


PATHOLOGIST 

The Board of Management invites inquirics from 
qualified medical practitioners for the whole-time 
post of Pathologist Intending candidates must 
have had suitable experience, whilst possession of 
a higher degree is an advantage Salary £3,120 
(Australian) per annum Travelling expenses 
allowed in return for minimum guaranteed service 
Inquiries as to general and medical detail should 
be addressed, by airmail, to the undersigned 
D. Clarkson, Manager Gita) 


U.S.A AN APPROVED HOSPITAL FOR 
ROTATING INTERNSHIPS. Service consists of 
three months cach on medicine and surgery, and 
two months cach on Obstetrics, pacdiatrics and 
clinics Stipend $200, plus full maintenance 
Appointments: available for July 1. 1958 —Box 
264. B.MJ 
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HER MAJESTY’S OVERSEAS CIVIL SERVICE 
Dominica, Windward Islands 


DISTRICT MEDICAL OFFICERS 
required for general duties in Dominica, with 
liability for service in any Institution, Dispensary 
or District within the Windward Islands. Candi- 
dates must hold qualification registrable in United 
Kingdom Appointment on permanent basis with 
pension (non-contributory) or on agreement for 
three years. Salary scale, including pay additions, 
£960 to £1.200 a year Pension | 600th of final 
pensionable emoluments for cach compicted month 
of service Income tax at local rates Private 
practice as far as duties permit Travel and sub- 
sistence allowances in accordance with local regu- 
lations Quarters not normally provided. but if 
Government quarters become available rental of 
10% of salary, or § of assessed value of quarters, 
whichever is less, will be charecd Free passages 
on appointment for officer, wife and dependent 
children under 18 years, not excecding five persons 


in all If appointed on contract. free return 
passages on complction of contract Leave 
passages in accordance with Windward Islands 
Regulations Only permancnt officers become 
members of Her Majesty's Overseas Civil Service 


po splication forms from Director of Recruitment 
olonial Office, London. S.W.1 (quoting BCD 
40 01) (3139) 


LAUNCESTON GENERAL HOSPITAL 
Launceston, Tasmania 


Applications are invited from qualified medical 
practitioners for the following positions for the 
year 1958 

REGISTRAR IN MEDICINE 
REGISTRAR IN RADIOLOGY 
REGISTRAR IN PATHOLOGY 

Salary and conditions: salary £A.1.531 10s. per 
annum Registrars who obtain higher degree 
will be paid £A.200 per annum in addition to the 
above salary Duration of appoimrmment : One year 
Consideration may be given to extending the 
appointment for a second year provided service 
has been satisfactory during the first year. Board, 
residence and laundry afe provided free Single 
quarters only are available. The Launceston 
Genera! Hospital is recognized as a training school 
for higher qualifications by the Royal College of 
Surgeons (England), the Royal Australasian College 
of Surgeons, the Roya! College of Obstetricians and 
Gynaccologists (for gynaecology only), the R.CP. 
and S. for D.A., the University of Meibourne for 
D.D.R.. the College of Radiologists of Australasia 
for their Diploma, the University of Sydney for 


D.C.P. and DA Further particulars may be 
obtained on application to the General Superin- 
tendent.-B, W. Griffiths, Secretary (3072) 


ROYAL NEWCASTLE HOSPITAL 
New South Wales, Australia 


Applications are invited for appointment as 
FULL-TIME SURGEON 

in the Department of Obstetrics and Gynaccology 
of the Royal Newcastle Hospital, an institution of 
600 beds serving a population of 200,000. Salary 
range £2,700, rising to £3,500, with limited right 
of consulting practice within the hospital App.i 
cants should supply full particulars as to age, 
qualifications and experience, and enclose copies 
only of any credentials they desire to submit 
Closing date for applications, January 31, 1958 

A. E. Sharp, Sccretary (3073) 


UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES 


Applications are invited for the post of 
SENIOR REGISTRAR or REGISTRAR 
io the Division of Obstetrics and Gynaecology 
at the above-named teaching hospital This post 
which is resident, is recognized for training for 
membership of the Royal Colicage of Obstetricians 
and Gynaccologists The post will be vacant on 
January |. 1958 The appointment will be for 
one year in the first instance Salary is in the 
scale £900 by £100 to £1,100; £1,200 by £100 to 
£1,500 per annum. depending on qualifications and 
experience. Single accommodation and board may 
be provided at a deduction from salary at the rate 
of £145 per annum or, if available, an unfurnished 
flat may be provided at a rental of 5% of salary 
Passages by sca will be paid from the country of 
recruitment for one person only for this appoint- 
mem. Further information may be obtained from 
the Hospital Manager and Secretary. University 
Coltieze Hospital of the West Indies. Mona, 
Jamaica. B.W.1, to whom applications, stating age. 
nationality. details of experience and qualifications, 
together with three recent testimonials or the names 
and addresses of three referees, should be sent not 
later than December 31, 19 (9899) 


U.S.A. MUHLENBERG HOSPITAL, PLAIN- 
FIELD, N.J., Internship, 400-bed hospital, 25 miles 
from New York City. Teaching programme 
directed by John Hopkins faculty member. $140 
monthly stipend plus full maintenance. Transporta- 
tion advanced. Inquiries to Director (8295) 
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U.S.A. WILSON MEMORIAL HOSPITAL 


Hospital approved by the Committee on Medica 
Education of the American Medical Association and 
Joint Commission on Accreditation of Hospitals for 
intern and resident training offers positions as 
interns and residents in Medicine, Surgery, Paedia 
trics, Obstetrics and Gynaccology, X-ray and Path- 
ology. commencing July 1, 1958 Stipend, inctudine 
lodging, uniforms and laundry, for interns $200.00 
per month; residents $225.00 per month (mini- 
mum). Exchange Visitor Programme Number P-II- 


854 Arrangements for passage possible For 
details apply Director, Wilson Memorial Hospital! 
Johnson City, New York (8298) 


UNIVERSITY AND RESEARCH 
APPOINTMENTS, etc. 


POSTGRADUATE MEDICAL SCHOOL OF 
LONDON 


REGISTRARSHIP IN) MORBID ANATOMY 
vacant now. Routine work includes autopsics and 
surgical reporting Opportunity for rescarch 
Apply the Dean, P.G.M.S.. Ducane Road, W.12. 
by December 31! (3104) 


SIR ALFRED FRIPP MEMORIAL 
FELLOW SHIP 


Applications are invited for the Sir Alfred Fripp 
Memorial Fe'lowship in Child Psychology tenable 
at Guy's Hospital The Fellowship is open to 
medically qualificd men or women under the age 
of 35, preferably with experience in pacdiatrics as 
well as in psychological medicine Stipend £250 
per anoum The appointment is for two years 
and may be held concurrently with a part-time 
appointment at Guy's or clsewhere Applications 

d be forwarded to the Dean. Guy's Hospital 
Schoo!, S.E.1 (from whom copies of the 
regulations may be obtained), together with the 
names of three referees, not later than December 
31, 1987 Candidates should submit with their 
applications particulars of their previous carcer 
and a definite scheme of advanced study or 
research to be carried out during tenure of the 


Fellowship (3049) 
THE UNIVERSITY OF LEEDS 
Department of Ob and Gy logy 


Applications are invited from registered medical 
practitioners for appointment as 
LECTURER 
in the Department of Obstetrics and Gynaecology 
at a salary on the scale £1,200 by £100 to £1.600 
by £100 to £1,900 a year, according to age. quali- 
fications and experience Possession of the 
M R.C.0.G. Diploma is desirable, and credit will 
be given for a bent towards any particular linc 
of research Applications (three copies), stating 
date of birth, qualifications apd experience, together 
with the names of three referees, should reach 
the Registrar, the University, Leeds, 2 (from whom 
further particulars may be obtained), not later 
than January 6, 1958 Gilly 


THE UNIVERSITY OF LIVERPOOL 


Applications are invited for the post of 
FULL-TIME RESEARCH ASSISTANT IN 
THORACIC SURGERY 
in connection with research work on the develop- 
mem of cardio-pulmonary by-passes, approved and 
financed by the Medical Research Council The 
appointment will be from January 1 to May 31. 
1958. in the first instance, and may be renewed 
for a further year The salary will be up to 
£1,200 per annum, according to qualifications and 
experience. Applications, stating age. qualifications 
and experience, together with the names of two 
referees, should be received by the Registrar not 
later than December 31, 1957 aia) 


UNIVERSITY OF BRISTOL 


Applications are invited for an appointment as 
DEMONSTRATOR IN PATHOLOGY 
Salary scale at present £900 by £50 to £1,100 per 
annum, according to qualifications and experience 
The duties include assistance with the teaching of 
medical and dental students and general pathology 
for veterinary students and the conduct of 
autopsies Facilities for research and experience 
of diagnostic histology are available Applications. 
giving full name, age, qualifications, details of 
education and experience, together with the names 
of not more than three referees, should reach the 
undersigned, from whom further particulars may 

be obtained. on or before January 11, 1958 
H. C. Butterfield, Registrar and Secretary. (3074) 
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NOTICES 


MEDICAL ARTISTS’ ASSOCIATION OF GREAT 
BRITAIN.—Closiny date annual enirance examina- 
tion February 28. 1958. Application forms from 
Miss Whiteside, 169. Russel! Court, Woburn Place. 
London, W.C.2. 


GL 
COURT OF EXAMINERS 

Notice is hereby given that the Council on 
February 13, 1958, wilt clect three Members of 
the Court of Pxamincrs. two to examine in General 
Surgery and one in Otolaryngology. The Examiner 
retiring in rotation in Otolatyngclogy (Professor 
/ Lambert) is applying for re-election 
Examiners in Surgery who have retired in rotation 
during the past twelve months are Mr. A. W 
Kendall, Mr. E. L. Farquharson and Mr. G. Ovist 
Fellows of the College desirous of becoming candi- 
dates for the office must make application, in 
writing. to the Secretary on of before January 1. 
1958.—Kennedy Cassels, Secretary, Lincoin’s Inn 
Fields, London, W.C.2. (3088) 


EDUCATIONAL AND LECTURES 


THE M.R.C.P. (LONDON) WILL NO LONGER 
be your failing if you take our new correspondence 
course It helps with the clinical, too.——Write 
3. Arnold. 189, Regent Street, W.1 


GLASGOW POSTGRADUATE MEDICAL 
EDUCATION COMMITTEE 


COURSE IN PSYCHOLOGICAL MEDICINE 
A two-term part-time course has been organized 
to run during the Candicmas Uanuary 6 to March 
15) and Whitsun (April 15 to June 21) terms, 1958. 
The course is designed to supply formal training 
for gtadvates who intend to specialize in psychiatry. 
but is open to all registered medical practitioners. 
Tre instroction will amount to ten hours per week. 
given on Monday, Tuesday and Thursday afternoons 
and Saturday mornings. During the Candiemas 
term, instruction will be provided in disciplines 
basic to psychiatry During the Whitsun term 
instruction will be on clinical subjects, and students 
will attend various psychiatric hospitals The fee 
for the course is £35. For further details, applica- 
tion should be made to the Director of Postgraduate 
Medica! Education, the University, Glasgow, W.2 
(8464) 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1943- 

1956: 231; F.R.C.S.Eng., Primary, 
190: F.R.C.S.Eng., Final, 293; M. and D.Obst. 
R.C.0.G.. 348; D.A., 276: D.C.H., 198; Univer- 
sity and Conjoint Finals, 749. Up-to-date courses 
for the M.D.Lond.. M.R.C.P.Bdin.. F.R.C.S._Edin., 

. DPM. DO... D.LO., 

Assistance with M.D. Thesis. -Pros- 
pectus, list of tutors. ctc., On application to G. E. 
Oates, M.D., M.R.C.P (Lond), University Exami- 
nation Postal Institution, 17, Red Lion Square, 
Lordon, W.C.1. ‘Phone HOLborn 6313. 
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MEDICAL ILLUSTRATIONS, 
PHOTOGRAPHY, ETC. 
United Maachester Hospitals 
Manchester Royal Infirmary 
A vacancy exists for a Medical Photographer. in 


the Department of Medical IMustration. Whiticy 
Council conditions of salary and service. £440 by 
£20 (4) by £25 (1) w £545 per annum. Appilica- 


tions. toeether with the names of two referece, to 
the Secretary, Manchester Royal Infirmary, Man- 
chester. 13. 


The University of Manchester 
Applications are invited for the post of 
Assistant Medical Artist 


who should he suitably qualified and who will 
work under the direction of the Medical Artiat 
in the preparation of paintings, drawings, diagrams 
aad similar works for members of the staff of the 
Medica! School, both in the University and -in the 
United Manchester Hospitals. Applicants should 
have had art training, together with at least two 
years’ study and training at a university or teaching 
hospital. under a medical artist. Starting salaty 
£450 per annum, rising by annual increments of 
£25 to £500 per anum. Duties to begin in January, 
1958. or as carly as possible thereafter Appli- 
cations should be sent not later than December 31, 
1957, to the Registrar, the University, Manchester, 
13, from whom further particulars may be ob- 
tained. Applicants should give the names of not 
more than three persons to whom reference may be 
made, and may also submit copics of not more 
than three testimonials, which will not be rewrned. 

(3159) 


PHARMACISTS, DIETITIANS, 
DISPENSERS, NURSES, ETC. 
AVAILABLE 
Lady Dispenser, married, Apo<becaries’ Hall Cer- 
tificate, desires part-time work in doctor's surgery 
in Shrewsbury. Willing to do clerical wotk.- Box 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 
VACANT 
Middle-aged medical man, not fivieg 
in smali modern home in Manchester, requires 
smart, well-spoken Housekeeper. age below 40 
Freedom to follow own occupation if so desired 

~Box 1458. B.MJ. 


Medical Secretaries ~ Agency invites applications 
from qualified Secretaries and S§.R.N.s with secre- 
taria! qualifications for well-paid vacancies with 
leading consultants.—-67, Wigmore Street, W.1 
HUNter 995 


jontst available 
aged 35. book-keeping able to drive 15 
years’ experience.—Box 1464, BMJ 


bn. 


POSTGRADUATE STUDY,.—Dipioma in Anacs- 
thetics ; Diploma in Psychologica) Medicine ; Dip- 
loma in Ophthalmology ; Diploma in Radiology ; 
Diploma in Laryngology; Diploma in Child 
Health; F.R.C.S.Ed.. and ali Surgict! Examina- 
tions, M.R.C.P.Lond., and ali Medical Exami- 
nations, M.D. Thesis of all Universities ; Courses 
for all qualifying examinations, Compicte Guide 
to Medical Examinations sent free on application, 
Applicants should state in which qualification they 
are imerested. Address, Secretary, Medical Corre- 
spondence College, 19, Welbeck St., London, W.1; 


SITUATIONS VACANT 


Pharmacologii.—J. F. Macfarian & Co., Lid.. 
invite applications from pharmacciogists for a new 
post which offers an opportunity to participate, as 
a senior member of a team, in an interesting pro- 
gstamme of rescarch directed towards the produc- 
tion of new drugs. Ability to devise mew and 
adapt known techniques required. Applicants 
showld preferab'y have some postgraduate research 
experience. The post is tenabie in Edinburgh, and 
attractive working conditions and salary are offered. 
Applications should be addressed to the Technica! 
Director, J. F. Macfarian & Co., Ltd., Abbeyhill. 


Edinburgh, 8 (3033) 
The Nations! Hospitais for Nervous Diseases 


Appointment of Psychologist 

Applications are jevited for the appointment of 
Psychologist (whole-time) at the National Hospital, 
Queen Square, W.C.1. Experience in psycho- 
metric methods and research interests will be 
recommendations. The appointment will be for 
one year im the first instance. Salary in accordance 
with the Ministry of Health sca'e for Psychologists. 
Candidates with medical qualifications may apply, 
Applications, giving the names of two referces, 
should be semt to the undersigned not later thas 
January 3, 1958.--H. Ewart Mitchell, Secretary to 
the Board of Governors, the National Hospitals 
for Nervous Diseases Queen Square, London, 
wel 6156) 


q applications, copied, 
write to Manton (Westminster) Ltd., 98, Victoria 
Street, S.W.1 (Victoria 0141), who are specialists 


CONSULTING ROOMS, ETC. 
AVAILABLE 
Consulting Rooms and Suites with or without 
Residential accommodation.—-Agents. Ley Clark 
and Partners, Limited, 3, Wimpole Street, W_! 
Langham 1095. 


ACCOMMODATION 
(Convalescence, Holidays, etc.) 
AVAILABLE 
TO LET.—MAIN ROAD SHOP AND UPPER 
part Walthamstow.—493, North Circular Road. 

N W.2, 


HOTELS 
MALTA.—ABUNDANT HEALTH-GIVING SUN- 
SHINE in Malta. No foreign currency required 
Every comfort fer convalescence at luxurious 

1. PHOENICIA. Write direct or ask your 
Travel Agent for illustrated brochure and full details. 


For Charges of 
CLASSIFI’D ADVERTISEMENTS 
kindly refer to Inside Back Cover 

of December 7 issue 


BRASS AND BRONZE NAMEPLATES NEATLY 
engraved. proof submitted.-G_ Maile, 367, Euston 
Road, N.W.1, EUSton 2938 

BRONZE NAMEPLATES. SEND SIZE AND 
lettering for free proof.--Abbey Craftsmen, Abbcy 


Works” 1093, Old Street, Lopsdon, E.C.1 Tel 
CLE 3845. 
BRONZE NAMEPLATES with CREAM 


enamel lettering. Scnd size and ictiering for estim 
ate.—Osborne, 117. Gower Street, London, W.C.1 
DAVIS. OF PORT STREET, PICCADILLY, 
Manchester, |! For fine Furniture at Manufacturers 
prices. Walk round our three large Showrooms 
which are open daily vatil 6 p.m., Wednesdays and 
Saturdays included We ate stockists of all the 
latest designs of Furniture, Carpets, Mattresses 
Divans, ctc. 10-year guarantee. Special cash _dis- 
count and credit terms.to the 

No other introduction required. Te! 


bh 


protcssion. 

CEN 0638. 

NAMEPLATES IN. BRONZE, BRASS AND 
Plastic, Estimares and Sketches free.- 
A. T. Brown & Lid., 347/9. Katherine Road 
London, E.7, GRAngewood 1024. 

NAMEPLATES, BRONZE, BRASS, PLASTIC. 
Rubber Siamps. Estimates free.-Austin Luce and 
Co.. 19, College Road, Harrow, Middlesex 


HARrow 3839. 


HOMES 
HAYDOCK LODGE PRIVATE MENTAL 
HOSPITAL, Newton4te-Willows, Lancashire 
Accommodation now available for ciderly male 
patients on'y Apply Medical Superintendent. 
HEIGHAM HALL, NORWICH 
Private Mental Hoxpital Individual treatmem 


, Special Geriatric Unit. Accommodation Alcoholics 


From 7 ans. Aoply Dr. J. A. Small, Norwich 20080 


HITCHAM PLACE, BURNHAM, BUCKS 

(Lane Fen:tanton, tchurch Read, S.W.) 

A Private Home for the treattient of LADIES 
with) Mental and Nervous Disorders. Psychotherapy. 
Physiotherapy. etc. A jtarge Country Mansion with 
20 acres in Green Belt. Apply Dr. Madeline ® 
Lockwood, Residem Physician Superintenden 
Tel.: Burnham 624. Siation: Taplow 


NORTHUMBERLAND HOUSE 
Psychiatric Nursing Home, 235-7, Ballards Lane 
N.3. Te!l_; FiNehley 5283. Resident Med, Director 
Dr. R. M. Riggall, Mem. Srit. Psycho-Anatytical 
Society. Deep insulin coma unit. psychotherapy etc 


WOODSIDE NURSING HOME 
Combe Down, Bath. Tel. : Combe Down 3227. 
Medical, Chronic. and borderline cases received 
Trained nurees dav and night. Moderate fees 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 
Doctors seeking information about openings in 
the various fields of medical practice, or introduc- 
tions ax locums, assistants or partners, are invited 
to address inquiries to the Medical Director. 
Medical Practices Advisory Bureau, at 
B.M.A. House, Tavistock 
W.C.1. Telephone sumber 
33, Cross Street, Manchester. 
number: Deansgate 3691. 
7, Druemeheugh Gardens, Edinburgh, 3. Tele- 
phone number: Ca'edonian 7**4. 
234, St. Vincent Street, Glasgow. C.2. Tele 
phone number: Central 5636. 
Fees payable by doctors who are not members of 
the Association are as follows 
By For intraduction of partner or 
successor, £3 4s. For introduction of locum 
tenentes or assistants, whole- of part-time, £1 Is 
Note.—The balance of £2 2s. is payable if an 
ist introduced by the Bureau succeeds to 


BOOKS OFFERED 
MEDICAL BOOKS. OUR CAT. 705, MEDICAL 
Books and Periodicals, second-hand, new and forth- 
100 pp, free’ on application.—Heffer's. 


coming. 
Petty Cory. Can 

STAMPS 
STAMPS.—THE OVERTON STAMP CLUB 


circulates interesting monthly packets. For par- 
ticulars apply Moreland, Culver Cottage, Mortehoc. 
Devon. 


MISCELLANEOUS 
FOR SALE (SCOTLAND), WATSON’S MOBILIX 
X-RAY UNIT with Acromax tbe and air circula- 
tor, In good conditinny- Box 1485, BMJ 


the practice or is admitted t partnership, 

By locum tenentes or assistants. For introduc- 
tion to principal as locum or assistant, £1 Is. 
introduction partnership of succession. 

3s, 

sft “The balance of £2 2s. is payable if an 
assistant introduced by the Bureau succeeds to 
the practice or is admitted to partnership 

The services of the Medical Practices Advisory 
Bureau arc free to members of the Association. 


AGENTS 
PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
Lane, W.C.2. T 3 
ie Bar 0018. Night: Walton-on-Thames }78S 
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Bronchitis or Asthma ? 


Regular administration of Franol through the winter wil! usually keep 
the chronic bronchitic patient free from acute attacks. 

In bronchial asthma Franol is well known as a valuable prophylactic. 
Both the number and severity of attacks are reduced and the patient’s 
continual fear that an attack may occur at any moment is allayed 

and his confidence restored. 

Franol, which is a combination of a bronchodilator, an antispasmodic 
and a sedative, is well tolerated by both adults and children. 


Medical literature is available on request. 


Franol relieves bronchospasm 


The basic N.H.S. cost of one week's treatment (2 to 3 tabs. p.d.) 9}d to | /2}d. 
Tablets : Ephedrine gr. 0.15, theophylline gr. 2, Luminal gr. 4. In botties of 100, 250, S00 and 1000 and tins of 5,000. (5.4). 


Bayer Products Limited, 
Neville House, Kingston-on-Thames, Surrey. 
Associated exporting company: Winihrop Products Ltd. 
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